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CO-OPERATION 
In Infant Feeding 


SUCCESS in Artificial Infant Feeding depends largely upon the 
kind of food selected, and co-operation with the mother. 


There are many things that the doctor would like to tell the 
mother, and so we have devised a little book that gives the in- 
formation just as the doctor would like to tell it himself. The 
title of this book is 


“Instructions for Expectant Mothers 
and the Care of Infants” 


The subjects covered are: 


Before Baby Comes Utensils Needed for Bottle-Feeding 
Urinary Examinations Care of Cow’s Milk 

Physical Examinations Care of the Nipples and Bottles 
Clothing for Expectant Mothers Orange Juice 

The Bowels Cod Liver Oil 

Sleep Weighing the Baby 

The Bath Baby’s Bath 

Exercise Sleep 

Diet Sunlight 

Care of the Teeth Thumb and Finger Sucking 

When Baby Comes Pacifiers 

Baby’s Clothes Bed Wetting 

After Confinement Adenoids 

Nursing Your Baby at the Breast Earache 

Hours to Feed Colds 

Throughout the booklet no instructions are given, and the 


mother is urged to 


CONSULT THE DOCTOR FIRST 
There is no advertising of Mead’s Products 


25 to 50 copies of this little booklet 
will be sent to any physician on request 


MEAD JOHNSON & COMPANY 
Evansville, Indiana, U.S. A. 
Manufacturers of Infant Diet Materials 
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- BEDSIDE MEDICINE FOR BEDSIDE DOCTORS - 


An open forum for brief discussions of the workaday problems of the bedside doctor. 
subjects and discussants invited. Useful extracts from letters will be published. 


WHAT CONSTITUTES THE MINIMUM EVIDENCE 
WARRANTING A POSITIVE DIAGNOSIS 
OF DIABETES MELLITUS? 


The Editor: The subject of this discussion was sug- 
gested by Edward C. Halley of Fresno. We are de- 
lighted that he did so, and we believe all bedside doc- 
tors will find food for thought in the excellent, interesting 
and informative manner in which the contributors have 
handled the subject. 

Among the many points brought out is one interesting 
explanation of why the cost of good medical care is 
increasing: It was not so long ago that the diagnosis of 
diabetes depended upon the energy and agility displayed 
by ants over a specimen of urine. Now we require ex- 
pensive laboratory equipment and expensive service. 

Is such expensive service necessary for all patients? 
May less expensive methods be considered adequate in 
certain patients? If so, where shall the line be drawn? 
How is the physician in rural communities, which con- 
stitute roughly half our population, to meet his respon- 
sibilities?—are questions that arise out of this discussion, 
and which sooner or later must be answered. 

The editor’s mail about Bedside Medicine for Bedside 
Doctors continues to be very encouraging. Suggestions 
for other subjects and other discussants are requested; 
a postcard will do. 


James W. Sherrill, M.D. (Scripps Metabolic Clinic, 
La Jolla, San Diego)—With the introduction of blood 
sugar analysis the standards of diagnosis of diabetes have 
been refined, and the glucose tolerance test has replaced 


our former dependence on urinary analysis. Since the 
onset of diabetes is slow and insidious, there is a period 
in which the disease merges by almost imperceptible gra- 
dations from slight degrees of impaired carbohydrate 
assimilation to frank diabetes. It is during this period 
that the glucose tolerance test is the most practical and 
reliable procedure for determining the existence of an 
underlying diabetes. In the strict sense of the word, one 
is warranted in making a positive diagnosis of diabetes 
mellitus only when there is demonstrable hyperglycemia 
with fermentable sugar in the urine in association with 
one or more of the common signs or symptoms of dia- 
betes. The diagnosis of frank diabetes is usually a rela- 
tively simple task, but on account of the frequent occur- 
rence of hyperglycemia and glycosuria in such conditions 
as cancer, hypertension, infections and pregnacy, there 
is some difficulty in differentiating non-diabetic condi- 
tions from potential or pre-diabetic states. 
Hyperglycemia (over .140%) in an individual on 
normal diet, associated with a fermentable sugar in 
the urine, warrants a diagnosis of diabetes mellitus, 
and it is safe to assume that diabetes exists until evidence 
to the contrary is presented. An elevated blood sugar 
(over .130%) in a fasting individual (6 hours or more 
after the preceding meal) with glucose previously dem- 
onstrated in the urine warrants the diagnosis. A blood 
sugar of .180% or more at the end of an hour after the 
ingestion of a carbohydrate test meal (85 to 100 grams of 
carbohydrate in the form of starch or fruits with a 


Suggestions for 


general mixed meal), either with or without sugar in the 
urine, shows that diabetes is present. Hyperglycemia 
(.140%) in children with dextrose in the urine has 
invariably proven to be diabetes mellitus provided there 
is a history of thirst. Thirst is the most important diag- 
nostic symptom during the first and second decades. 
When it is present there can be but little doubt as to 
the diagnosis, but without it there is doubt. 

The administration of 100 grams of glucose by mouth, 
while fasting, is the method of choice for the glucose 
tolerance test. If the blood sugar exceeds .170% at the 
end of the one-hour period potential diabetes exists. 
Of 122 tolerance tests which we have recently per- 
formed on members of the family of diabetic patients, 
44 or 28%, showed large amounts of sugar in the urine. 
All of them had blood sugar values in excess of .170% 
at the end of the hour period. Although these individ- 
uals did not give symptoms of diabetes, it is fair to 
classify them as potential diabetics. In 100 tests per- 
formed on persons with negative family histories, only 
8 or 8%, showed glycosuria. Of 45 individuals with 
hyperglycemia of .180% an hour after a carbohydrate 
test meal of approximately 100 grams, all showed gly- 
cosuria with subsequent glucose tolerance test. In in- 
terpreting the results of the glucose tolerance test the 
presence of infections, particularly chronic appendicitis 
and chronic cholecystitis, must be ruled out, since these 
conditions predispose to glycosuria. If the diagnosis 
of potential diabetes were made more frequently by 
means of the glucose tolerance test early prophylaxis 
could be instituted, thereby preventing the onset of 
frank diabetes and reducing the ravages of the disease. 


Ernest H. Falconer, M. D. (384 Post Street, San Fran- 
cisco)—The minimum evidence warranting a positive 
diagnosis of diabetes mellitus is to be found in the urine, 
combined with the clinical examination of the patient. 
If any of the clinical symptoms of diabetes, as polydip- 
sia, polyuria, pruritis, skin infections, nerve pains, optic 
neuritis, loss of strength and, at times, loss of weight, 
are present together with the repeated finding of glucose 
in the urine on a normal carbohydrate intake, one is 
warranted in making the diagnosis of diabetes mellitus. 
There are certain mild cases, and occasionally elderly in- 
dividuals, in whom it is impossible to elicit a history of 
symptoms and whose physical examination gives no 
hint of underlying diabetes. These patients frequently 
have been discovered accidentally through the routine 
examination of urine for life insurance or before an 
operation. Then there are cases in whom as the result 
of injuries about the head, traces of glucose may appear 
in the urine. If this condition is temporary the patient 
is not to be regarded as a diabetic. Those cases showing 
traces of glucose perhaps not constantly and with no 
symptoms, require something more than the minimum 
described above. If it is not feasible to obtain a blood sugar 
curve following the ingestion of 100 grams of glucose by 
mouth, at least a carbohydrate tolerance test can be 
performed as follows: Give the patient 100 grams of 
glucose in the form of a lemonade, using plenty of lemon 
juice and water to make up 300 cc. This should be ad- 
ministered after a six or eight hour fast. The urine is 
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The first period covers the 


collected in two periods. 
first two hours after the ingestion of the glucose, the 
second from the end of two hours to the end of twenty- 


four hours. In the normal individual no glucose should 
appear in the urine in either period. Some authorities 
hold that traces of glucose may occur in the two hour 
or first period, but recent work tends to show that such 
individuals should be under suspicion of having a dimin- 
ished carbohydrate tolerance. If it is possible, in addi- 
tion, to obtain blood sugar estimations, at stated inter- 
vals, following the administration of the glucose, we 
have information of the greatest value in distinguishing 
between the diabetic and non-diabetic individual. It has 
been found that in the normal individual, the maximum 
level is reached in about thirty minutes after the glucose 
is ingested and rarely goes above 0.15 gm. of glucose 
per 100 cc. of blood, returning to the fasting level of 
about 0.10 gm. per 100 cc. of blood at the end of one or 
two hours. In the diabetic individual, the blood sugar 
rises considerably higher and may reach 0.20 grams per 
100 cc. of blood at the end of one hour, and this high 
level is much prolonged, lasting over the two-hour 
period. It is the prolongation of the reaction and the 
high level that constitutes the diabetic blood sugar curve. 
‘The diabetic blood sugar curve may be encountered in 
cases of hyperthyroidism, hyperactivity of the pituitary 
‘gland, arteriosclerosis, hypertension, carcinoma..of the 
gastrointestinal tract, and following injections of adre- 
nalin. These conditions are usually suggested in the his- 
tory and clinical examination. This resume then sketches 
the minimum evidence on which a diagnosis of diabetes 
mellitus may be made and does not stress the importance 
of blood sugar estimations, as it may not be possible for 
the man in general practice to carry. these out. 


W. D. Sansum, M.D. (Santa Barbara, California)— 
In all questionable cases, I consider that positive findings 
following a glucose tolerance test constitute the minimum 
evidence warranting a diagnosis of diabetes mellitus. 
We routinely use Janney’s test of 1.5 grams of glucose 
per kilogram of body weight, to which is added 70 cc. 
of lemon juice containing approximately 7 grams of car- 
bohydrate, which is deducted from the total sugar given. 
This is made up in the form of a drink with sufficient 
water to total 2 cc. of water for each gram of glucose. 
_The test is given on an empty stomach in the morning. 
A blood sugar is taken immediately before the test, and 
subsequent blood sugars are taken at one and two hours 
after the test. A specimen of urine is taken at the time 
of each blood sugar. 


Weight 60 Kilograms. 


Glucose 60x 1.5 grams... ere .-.--- 90 grams 
Less 7 grams in lemon juice........ 7 grams 
83 grams 


Mix and add water to 180 cc. 


The blood sugar preceding the test should not exceed 
.100 per cent. to .120 per cent. At the end of the first 
hour it should not exceed .140 per cent. to .160 per cent., 
and by the end of the second hour it should have re- 
turned to normal. All urine specimens should be free 
from abnormal amounts of sugar. In a diabetic patient 
the initial blood sugar may not be elevated. At the end 
of the first hour it should be above .140 per cent. to .160 
per cent. and at the end of the second hour the curve 
may even be higher than at the end of the first hour. A 
sustained high blood sugar is very characteristic of dia- 
betes. The initial specimen of urine may or may not con- 
tain sugar but the subsequent specimens usually do. 

Wilder and Sansum found that a normal person’s glu- 
cose tolerance amounts to .85 of a gram per kilogram of 
body weight per hour of time. Glucose given in a toler- 
ance test is usually absorbed in the course of two hours. 
Hence in this test, .75 of @ gram of glucose is given per 
kilogram of body weight per hour of time, or only 12 
per cent. less glucose than a normal -person can utilize. 
Some tests call for a fixed amount of glucose, such as 100 
grams. This would be too much for a light and too little 
for a heavy person. 

The glucose tolerance test is also important in the 
diagnosis of kidney diabetes. In this disease small 


-amounts of abnormal sugar are continually passed by 
the individual even on a semi-starvation diet. 


Following 
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‘twenty-four hour specimen. 
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the glucose tolerance test, although sugar is found in the 
urine, the blood sugar curve is normal. 

A positive diagnosis of diabetes is often erroneously 
made, especially in concentrated specimens of urine, when 
the normal reducing substances in the urine are mistaken 
for abnormal amounts of sugar. Benedict’s solution, and 
practically all other sugar testing solutions, do not show 
the presence of less than .05 per cent of sugar. The 
average amount of reducing substance in the urine is 
approximately one gram. Suppose a patient passes 1000 
cc. of urine in twenty-four hours. One gram of reducing 
substance in 1000 cc. of urine equals .10 per cent. or 
sufficient to give a positive test. Such errors could be 
avoided if twenty-four hour specimens of urine were 
saved and proportionately fewer or more drops of urine 
were used in proportion to the total volume. We rou- 
tinely use with 5 cc. of Benedict’s solution 2 drops of 
urine for each 500 cc. of the total volume. 


Edward C. Halley, M.D. (Mattei Building, Fresno, 
California)—The persistent finding. of fermentable sugar 
in the urine of a person on an average American diet 
plus. an elevated blood sugar, or a definite hyperglycemia 
with or without glycosuria following a satisfactory glu- 
cose tolerance test, in the absence of those other condi- 
tions frequently causing hyperglycemia, constitutes the 
minimum evidence warranting a diagnosis of diabetes 
mellitus. The conditions, aside from trae diabetes, most 
commonly causing hyperglycemia are increased intracra- 
nial pressure, thyroid disturbance, malignancy, infections, 
pregnancy and renal glycosuria. In renal glycosuria, and 
these other conditions, however, the blood sugar concen- 
tration does not go up after a test meal as in diabetes. 
Of course it is always possible to have any one of these 
conditions superimposed upon a true diabetes. 

In the first category the urine examined ‘should be a 
Repeated finding of fer- 
mentable sugar in the urine, in addition to a blood sugar 
of :.130 per cent or over four hours following the last 
meal spells diabetes. The patient need present no clin- 
ical symptoms of diabetes. In these cases, however, one 
is often reassured in the diagnosis by eliciting a history 
of previous or present overweight, a. positive family his- 
tory, or the presence of arteriosclerosis. A majority of 
diabetics give a history of overweight, fifteen to twenty 
per cent of. the cases a positive family history, and if 
all cases were recognized no doubt the percentage would 


‘be doubled. Approximately one hundred per cent of 


diabetics have arteriosclerosis to a degree corresponding 
to their age. In the second category a prolonged high 
blood sugar showing over .150 per cent two hours or 
more after a test breakfast of .7 gm. glucose in liquid 
form per pound of body weight taken on an empty 
stomach warrants a diagnosis of diabetes mellitus. Under 
these conditions the presence or absence of sugar in the 
urine is a negligible factor. A person may have a high 


blood sugar without sugar appearing in the urine. A 


blood sugar determination should be made at the end 
of a four-hour fast the day preceding the test breakfast 
and one at two and three hours respectively following 
the glucose ingestion. The characteristic feature of the 
diabetic blood sugar curve after a glucose tolerance test 
is the fact that a new high sugar level is so long main- 
tained. With a non-diabetic patient even though the 
blood sugar was somewhat high the day previous to the 
test, the sugar level would be about the same two and 
three hours after the glucose tolerance test. 


Roland Cummings, M.D. (Pacific Mutual Building, 
Los Angeles)—With a patient about whom there is a 
question concerning the diagnosis of diabetes. mellitus, 
the best single bit of evidence is obtained from the 
sugar tolerance test, using approximately 1.5 gms. of 
glucose per kilo of body weight on a fasting stomach. 
The blood sugar is estimated just before ingestion of 
the glucose and one and two hours afterwards. The 
main feature in the curve is whether it is well sus- 
tained into the second hour, although the height of the 
curve at the end of the first hour is important. By that 
I mean I would pay more attention to a blood sugar 
curve which was 100 mgs. at time of ingestion, 150 
mgs. at end of the first hour and 140 mgs. at end of the 
second hour, than I would to a curve revealing blood 
sugar at 120 mgs. at time of ingestion,.160 mgs. at end 
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of the first hour and 125 mgs. at the end of the second 
hour. 

Other points of evidence are also important in a border 
line case, such as the family history, whether the patient 
is obese or not, the presence of arterial changes and the 
presence of any of the classical symptoms of diabetes. 
Another point of interest is whether sugar appears in the 
urine at the end of the first or second hour during the 
glucose tolerance: test. 

Another test that we have found of great importance 
is the three-day test diet, with a gradually increasing 
amount of carbohydrates. The first day giving a carbo- 
hydrate content of 175 gms. The second day a content of 
250 gms. The third day 300 gms. Proteins of approxi- 
mately 85 gms. and fats of 110 gms. are given each day. 
The patient saves all the urine passed during the three 
days of the diet and thé day following. If a prediabetic 
state is present sugar will appear in the urine on the 
second or third day and if it appears on the second day 
it will be present in a greater amount on the third day. 
This puts definite strain on the pancreas. This diet cer- 
tainly should not be used by any patient in which there 
is a possibility of severe pancreatic insufficiency. 

The most difficult situation in which a diagnosis is 
needed is one in which there is a question between renal 
and pancreatic diabetes. With the tolerance test in renal 
diabetes there would be a normal curve, whereas in a 
prediabetic state the blood sugar will be well sustained 
into the second hour. With the three-day test diet sugar 
will be present in the urine during the first day and may 
be moderately increased during the second and_ third 
days, but not to the degree that would be present in a 
prediabetic state. The blood sugar, however, in renal 
diabetes during all three days would be normal, whereas 
it would tend to rise higher on the third day than it was 
on the first in a prediabetic state; hence, in taking the 
three-day test diet it is well to estimate the blood sugar 
as well as the urinary sugar. 


R. Emmet Allen, M.D. (University of California 
Hospital, San Francisco)—The classical diagnosis of 
diabetes mellitus demands the finding of one or more 
symptoms or signs of the disease, identifiable glucose in 
the urine and hyperglycemia. The various gradations of 
from mild to severe forms-of the disease are now more 
generally appreciated. The so-called prediabetic cases 
and the mild cases deserve as thorough treatment as do 
the severe ones. 

Blood sugar determination is absolutely necessary in 
the majority of cases to make a positive diagnosis. The 
severe cases donot always require this for the history, 
physical and urinary findings are typical. 

The mild cases are most frequently overlooked and 
many of them could have been saved from becoming se- 
vere had their symptoms of polydipsia, polyuria, poly- 
phagia, etc., or other manifestations of the disease been 
inquired. about or further investigated. The history of 
polydipsia is of great importance and a majority of the 
mild cases have, or have had it, even though no other 
symptoms have been noticed. Often it is only noticed 
after the evening meal. The presence of any of the 
classical symptoms demands further investigation. 

The urine may not show sugar on an average diet be- 
cause of the mildness of the disease or because the height 
the blood sugar must rise to before the kidneys excrete 
sugar is not reached. Many factors determine the kidney 
threshold and it can vary to a wide degree in different 
individuals. 

Glycosuria plus a fasting blood sugar above 0.130% 
(taken six hours or more after an average meal), or 
above 0.140% in a patient on an average normal diet is 
conclusive evidence of diabetes mellitus, unless the later. 
evidence to the contrary is everwhelming. Hyperthyroid- 
ism, hyperpituitarism, arteriosclerosis, carcinoma, hyper- 
tension, infections, pregnancy, brain injuries and venal 
glycosuria often offer confusing findings. Clinical study, 
including blood sugar curves after a known amount 
of glucose has been given, aid in the differential diag- 
nosis. 

100 gm. glucose, given as a palatable drink to adults 
(preferably after the usual night fast) and proportion- 
ately less for children, preceded by a fasting blood. sugar 
determination and followed by determinations one hour 
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and two hours after ingestion, are necessary for the 
curve. A blood sugar higher than 0.175% at the end of 
the first hour period will establish the diagnosis. The 
percentage may go higher, remain stationary, or fall 
during the succeeding hour, depending on the severity 
of the disease. Glycosuria may, or may not, be present. 
Normal people do not show a higher percentage than 
0.160 at the end of the first hour. 


Bertrand Smith (Los Angeles Metabolic Clinic, 1032 
West Eighteenth Street, Los Angeles)—The positive diag- 
nosis of diabetes mellitus requires the demonstration of 
a limitation in the ability of the body tissues to utilize 
glucose. This tolerance limit for glucose is definite and, 
when the glucose-yielding value of the diet exceeds this 
limit, there is a resulting increase in the glucose con- 
tent of the blood stream and, usually, the appearance of 
abnormal amounts of sugar in the urine that give a posi- 
tive reaction to all the tests for glucose. 

When a patient with severe or even moderately se- 
vere diabetes calls on his physician, his prominent symp- 
toms are usually a loss of weight and strength, with an 
excess thirst and polyuria. Urine analysis shows the 
presence of a fermentable, dextro-rotary sugar and the 
fasting blood sugar value is found to be well above 
140 mgs. per 100 cc. of blood. The.diagnosis of diabetes 
is usually warranted when such clinical and laboratory 
data are found. 

In the milder forms of diabetes the problem of diag- 
nosis is not so simple. Excessive thirst and loss of weight 
and strength may not be noted. The presence of sugar 
in the urine is often found accidentally, and has usually 
not been definitely identified as glucose.- The feeding of a 
definite amount of glucose after an overnight fast will be 
an aid in determining if there is present any lowering 
in the glucose tolerance, but the importance of such a 
test lies almost entirely in its negative value. When the 
curve of the blood sugar readings, made hourly or half- 
hourly after the glucose feeding, follow. the normal type 
we can be assured there is no disturbance in glucose tol- 
erance and no degree of diabetes is present. Should the 
curve indicate a disturbed or lowered glucose tolerance, 
either by the high rise or delayed fall, -we are still not 
justified in making the diagnosis of diabetes. There is a 
rapidly growing list of diseases other than diabetes that 
give a curve indicating a lowered glucose tolerance. The 
nature of the glucose tolerance curve may be influenced 
by the previous diet, even if the diet has been altered 
more than twenty-four hours before the glucose feeding. 

Pemberton and his co-workers find curves of lowered 
tolerance in normals merely by changing the blood supply 
to certain muscle groups. It is necessary, therefore, to find 
more definite data that will permit a diagnosis of diabetes 
mellitus in the milder grades of the disease than can be 
found in the glucose tolerance test alone. 

An analysis of the urine voided one, two and threé 
hours after a meal whose food values are known, together 
with an estimation of the blood sugar value at a three- 
hour period after eating, may be sufficient to show the 
characteristic limitation in glucose tolerance that specifies 
diabetes. Joslin suggests giving two successive meals, 
each of which contains 100 to 150 gms. of carbohydrate, 
25 gms. of protein and 25 gms. of fat. The finding of a 
glycosuria after the second meal, with a hyperglycemia 
at the three-hour period after eating, might justify the 
diagnosis of diabetes, providing the previous diet had 
not contained an excessive amount of fat. 

Doubtful cases may be placed on graded, isocaloric 
diets according to the suggestion of Woodyatt. These 
diets should have glucose values of 100 gms., 200 gms., 
300 gms. respectively, with the glucose value carried even 
higher if necessary. The glucose value of these diets is 
estimated from Woodyatt’s formula of G= 100% C.+ 
58% P. +10% F. The patient should remain on each diet 


-for at least three days, during which time the twenty- 


four-hour sugar excretions are accurately determined by 
methods such as that of Benedict and Osterberg (1), 
Folin and Berglund (2), or Sumner (3). : 

The output of sugar for the period of each diet is 
averaged from the daily estimation and the averages are 
plotted. Presence of diabetes will be indicated by a sharp 
break in the sugar excretion curve when the increased 
glucose supply from the diet exceeds the tolerance limit. 
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Where the sugar excretion remains persistently low blood 
sugar determination at the fasting period before break- 
fast may be an aid. Elderly people, especially the obese, 
with marked arteriosclerosis may show a glycosuria that 
changes little, if any, on diets that range from low to high 
glucose values. Such a diet test as this of Woodyatt’s is 
often an aid in differentiating this arteriosclerosis type of 
glycosuria from true diabetes. 


1. Benedict and Osterberg, Journal Biological Chemis- 
try, 1921; xlviii, 51. 

2. Folin and Berglund, Journal Biological Chemistry, 
1922; li, 209. 


3. J. B. Sumner, Journal Biological Chemistry, 1925; 
Ixv, 393. 


F. Stabel, M. D. (Redding, California) —It seems 
logical that the minimum evidence upon which to base a 
diagnosis of diabetes mellitus depends upon two important 
items; first, the time when the patient consults the 
physician, and second, the methods at the disposal of the 
physician called upon to make such a diagnosis. 

As to the time the patient consults the physician, it 
would not be far amiss to assume that 90 per cent of 
patients suffering from this disease seek the services of 
their physician in order to get relief from certain 
symptoms. The other 10 per cent might be called “acci- 
dental finding of the disease,” such as life insurance 
examinations, routine urinary analyses of persons who 
undergo examinations, sick or well, at regular intervals, 
or those consulting their physician from some other known 
ailment. 

Secondly, the means or methods at the disposal of the 
physician are, to my mind, very important items in this 
“minimum evidence diagnosis” of the disease under dis- 
cussion. I have no doubt that in 95 per cent, and possibly 
more, of the patients who have the disease, the diagnosis 
can be established by a carefully selected and painstak- 
ingly executed sugar test. By that I mean the chemical or 
sugar reduction tests, as compared to the more refined 
tests, such as blood-sugar test or glucose-tolerance test. 
The chemical tests are nearly always available, while the 
other tests are only available under favorable conditions 
as to location of patient and physician and the tolerance 
of the patient’s pocketbook. 

The classical symptoms following a well established 
case of diabetes mellitus, such as polyphagia, polydipsia, 
polyuria, loss of weight and strength, cannot be classed 
as minimum evidence. Of course, any or practically all 
of them may be absent and yet the sugar reduction tests 
leave no doubt as to the nature of the disease. 

I would suggest that only the persistent presence of 
sugar in the urine, as shown by the proper application 
of sensitive chemical reduction tests, should warrant the 
diagnosis of diabetes. It is to be assumed that the patient 
follows his regular carbohydrate diet and that other con- 
ditions and diseases known to be responsible for slight 
amounts of sugar, be ruled out. It is in cases of this latter 
group that the blood-sugar test, or the glucose-tolerance 
test, find the best and most beneficent application. 

I believe the best practical proof as to the reliability of 
the reduction tests as a means of diagnosis is the fact that 
the life insurance companies will risk large sums, every- 
thing else being satisfactory, upon a negative sugar find- 
ing and will refuse any policy upon a positive finding. 

Whatever test is used, and there are quite a number of 
reliable ones, learn to do it well, eliminating everything 
that might interfere with the perfect working of that 
particular test. 


“Office practice offers an excellent opportunity to 
capitalize the advantages of modern medicine and to turn 
them to account. The physician who cultivates and encour- 
ages office work, while at the same time maintaining his 
visiting practice, will reap the double benefits of an 
expansive and elastic field of labor supported by the 
solidity and permanence of his family relations with his 
clientele. He can, if he wishes, even develop some special 
work in his office, such as refraction, nose and throat 
surgery, or whatever appeals to him, with which he can 
supplement his general practice, making the latter feed 
the former.”—Medical Standard. 
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PROSTATIC OBSTRUCTION 


MANAGEMENT AND MISMANAGEMENT OF PROSTATIC 
OBSTRUCTIONS, WITH CONSIDERATION OF 
RESULTS THEREOF 


By Georce G. REINLE,* M. D., Oakland 


[Note—This editor, who examines every sentence in 
over 2,000 000 words of copy a year, seems to see a worth- 
while message in Doctor Reinle’s essay for every surgeon. 
One of our editorial councilors (of Reinle’s own spe- 
cialty) commends the essay as a valuable contribution, 
and in his letter asks why we don’t publish more articles 
from specialists with messages for all doctors. Why don’t 
we ?—EpiTor. | 

The mortality resulting from the operation of prosta- 
tectomy is twenty-five per cent for some surgeons. ; 

The mortality resulting from prostatectomy, consider- 
ing all of the surgeons in the country, is fifteen per cent. 

The prostatic mortality by surgeons employing all 
known precautions and safeguards is three per cent, and 
this with apologies that it is not less. 


Discussion by A. Elmer Belt, Los Angeles; Guy Man- 
son, Fresno; Miley B. Wesson, San Francisco. 
THE MORTALITY RESULTING FROM THE OP- 
ERATION OF PROSTATECTOMY IS TWENTY-FIVE 
PER CENT FOR SOME SURGEONS. 


THE MORTALITY RESULTING FROM PROSTA- 
TECTOMY, CONSIDERING ALL OF THE SURGEONS 
IN THE COUNTRY, IS FIFTEEN PER CENT. 


THE PROSTATIC MORTALITY BY SURGEONS 
EMPLOYING ALL KNOWN PRECAUTIONS AND 
SAFEGUARDS IS THREE PER CENT, AND THIS 
WITH APOLOGIES THAT IT IS NOT LESS. 


Ts first set of figures is from statistics gathered 
from various sources, are for all types of hospi- 
tals, and embraces the work as done by all types of 
surgeons—urologists, general surgeons, and “‘occa- 
sional surgeons.” Both suprapubic and the perineal 
methods of enucleation are included, without dis- 
tinction. 

Such figures should give one pause. The full 
force of their significance is not shown in the high 
death rate from the operation. Faulty technique 
may leave the patient with a distressing fistula with 
which he is troubled for years. Even important con- 
tributing factors, both in mortality and subsequent 
mortality, are faulty technique of preparation and 
of post-operative care of patients. 

If we focus our attention upon the 15 per cent 
mortality rate—the rate from which the occasional 
surgeon has been eliminated from responsibility— 
we must confess that it is still entirely too high, and 
is no better than the prevailing rate of a decade 
ago. These figures are appalling when compared to 
the fact that this operation can be and is being done 
with a loss of under 3 per cent. This lower mor- 
tality is consistently maintained not alone by any 
one or two surgeons and not exclusively by the peri- 
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nia. Practice limited to Urology. Hospitai connections: 
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neal or suprapubic methods, but by a great number 
of surgeons operating by either of the two princi- 
pal methods of enucleation. 

Even the above unfavorable showing does not tell 
the entire story, for the most discouraging figures 
include only those patients upon whom the final 
operation of enucleation has been performed. If we 
go a step further and take into consideration those 
patients upon whom a preliminary cystotomy was 
done, or who have had their distended bladders 
drained by insertion of a catheter, we find that the 
death rate then rises to 33% per cent, properly 
chargeable against the management of prostatic ob- 
struction. 

This is still not quite all of the dark side of the 
picture, because many prostatics seeking medical 
attention are not even examined. These patients 
may complain of difficulty in voiding, of having 
to arise early in the morning to void, and of hav- 
ing to strain before getting the stream started; they 
may even complain of dribbling, yet in spite of these 
obvious signs of interference these patients are fre- 
quently not examined but are merely put off with 
some palliative or innocuous form of treatment. 
Quite commonly no effort is made to find out 
whether or not, after all their straining, these pa- 
tients empty their bladders. As a little advance over 
this, these patients may in an emergency be cathe- 
terized and even a catheter be left with them for 
their own use. Then some day comes the calamity; 
a catheter cannot be introduced and, bladder over- 
distended, kidneys seriously impaired by back pres- 
sure, operation is thought of at a time when the 
patient has become the worst kind of a surgical risk, 
or he may, as the result of procrastination, have 
ceased to be even a risk. Such instances are occur- 
ring every day. 

If every patient complaining of difficult or fre- 
quent urination was examined by someone, a large 
number of prostatic obstructions would be discov- 
ered and the mortality rate be at least kept down 
to 25 per cent; and if the steps about to be outlined 
are carried out, it conceivably may be reduced to 
3 per cent. 

The clear indications in every case of difficult 
urination are: 


Palpate the abdomen for distension of the bladder. 
Determine whether there is residual urine. 
Palpate the prostate through the rectum. 


These procedures should be routine and will re- 
veal the presence or absence of urinary obstruction. 
It will, of course, be kept in mind that all obstruct- 
ing prostates are not hypertrophied ; to the contrary 
they may be atrophied, or they may be ordinary in 
size, with the exception of the middle lobe. Any 
one of these departures from normal may cause ob- 
struction as complete as the hypertrophied prostate. 
The enlarged gland is more frequently detected 
than the other types; even it is less frequently recog- 
nized than it would be if patients were examined 
routinely. 


CONSIDERING MORE IN DETAIL THE SEVERAL 
STEPS MENTIONED 


Palpation of the abdomen after the patient has 
voided will disclose whether or not the bladder is 
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unduly distended. This presents for consideration 
one of the most important points in the manage- 
ment of these cases. If, finding a distended bladder, 
one inserts a catheter, either for the purpose of giv- 
ing the patient relief, or with the intention of deter- 
mining how much residual urine there is, one may 
succeed in introducing the catheter, but if the blad- 
der is emptied at this time the result may be disas- 
trous, a consequence happening only too frequently, 
though the vital statistics do not, for obvious rea- 
sons, record the fact. As evidence of the truth of 
this assertion, Hugh Young, in discussing gradual 
decompression, says, regarding one of his patients 
who had been relieved of massive distension by 
abrupt emptying of the bladder, after walking into 
the hospital in apparently fair condition, that he was 
dead within forty-eight hours from uremia. 


What, then, is to be done under these circum- 
stances will be discussed in detail presently. 


Palpation of the prostate through the rectum 
seems so obviously necessary a step that it might 
appear unnecessary to dwell upon it. As, however, 
it is more often than not neglected, and important 
information thereby not acquired, it seems worth 
while to lay some stress upon the point. Insert the 
finger into the rectum; feel the prostate; go over 
the whole gland. Explore the upper border, the lat- 
eral margins, the median groove. One of the most 
common errors is in not reaching high enough into 
the rectum, in not going up over the upper border; 
in fact, in merely feeling the lower surface. It is 
well to reach up over the top, then sweep around to 
the side, and, finally, come down over the center. 


Assuming that such examination of the prostate 
has been made, and a history of difficult urination 
elicited, and one has made out a very large pros- 
tate, the question then is, is it a prostatic hyper- 
trophy, or is it a prostatitis? If the patient is 
somewhat past middle life, and gives no history 
of gonococcic infection, prostatic hypertrophy, or 
a hyperplasia, if you prefer, is quite probable. 
If the patient is under middle age and gives a 
gonorrheal history, it may well be that it is a pros- 
tatitis. Feel the gland carefully. Is it boggy? Is 
there fluctuation? Is the gland exquisitely ten- 
der? The hyperplastic prostate is not tender. See if 
fluid can be expressed from the gland; catch the 
drop on a slide and examine the specimen for pus. 
If the condition happens to be an abscess it will be 
necessary to be rather careful not to massage too 
forcibly, for roughness may set up an epididymitis. 


The subject of residual urine must be handled 
with the utmost caution. First to be considered is 
the individual whose bladder is not palpable, and 
we wish to learn whether or not he has emptied 
his bladder. It will be perfectly safe under these 
circumstances to pass a catheter. The patient may 
be thoroughly satisfied that he has emptied his blad- 
der, yet catherization may yield from half an ounce 
to half a pint of urine. The diagnosis of prostatic 
obstruction will thereby be established, though not 
precisely the nature of the obstruction. Determina- 
tion of the type of obstruction will indicate the 
nature of the operation required for relief, and this 
is information which frequently can only be acquired 
by cystoscopy. 
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Suppose, however, there is a palpable bladder, 
possibly distended to somewhere near the umbilicus. 
If it is an acute distension there is no particular 
danger in drawing off the urine; but if it is a dis- 
tension, such as goes with a prostatic obstruction 
due to anything but an acute prostatitis, then, as a 
consequence, the laws of hydrostatics must be recog- 
nized. Just as a dam thrown across a small stream 
will cause the water to back up and break through 
any minor obstruction to the rising water, so the 
urine in the bladder backing up breaks through the 
normal resistance of the uretero-vesical valves and 
forces the urine into the ureters. The kidneys con- 
tinuously secreting, and the dammed back urine add- 
ing to the pressure, induces largely distended ure- 
ters, distension of the kidney pelves, and calyces, and 
in turn pressure upon the whole kidney substance. 
There ensues a general kidney hyperemia, resistance 
to the circulation in the kidney, and, as a final 
consequence, disturbance and impairment of kidney 
secretion. All of this has come about quite gradu- 
ally, and nature has, as a result, adapted herself to 
the changed conditions; has accustomed. the system 
to working under a strain, and so has increased the 
blood pressure. 

If under these circumstances we do either a supra- 
pubic cystotomy or withdraw the urine through a 
catheter (and there are times, when the bladder is 
filled with clots, when we have no alternative but 
to do a cystotomy), as a result there is an abrupt 
decompression of the whole urinary tract. All of the 
back pressure being abruptly removed, the distended 
kidneys collapse, the blood pressure is abruptly low- 
ered, and we may have a condition of profound 
shock, accompanied by non-secretion of urine and 
accumulation of end-products of which the patient 
has no means of disposing. A fatality may follow 
within a comparatively short time. 

These facts have all been known to urologists 
for quite a while, but only recently has the fullest 
use been made of this knowledge. What to do and 
how to do it were the two important questions. The 
practice for a considerable length of time in caring 
for greatly distended bladders was to insert a cathe- 
ter and draw off about half of the urine, and every 
couple of hours draw off some more urine, the quan- 
tity varying with the judgment of each operator. 
In this manner the bladder was gradually emptied 
in a period of about two days. This method was 
an improvement over rapid emptying of the bladder, 
but it was not ideal because release of the back pres- 
sure was intermittent. In 1920 O'Farrell showed 
that the lowest drop in blood pressure occurred in 
two to four days, usually forty-eight hours, after 
decompression, and that at this time kidney func- 
tion is most impaired. In the same year Von 
Zwolinberg conceived the idéa of attaching the 
catheter to a long tube and leading the tube to a 
receptacle placed at such a height that the pressure 
of the urine in the tube just a little less than bal- 
anced the pressure in the bladder. The receptacle 
was gradually lowered, taking a number of days, 
until the receptacle was at bladder level, and the 
bladder completely emptied. This was a tremendous 
step in advance. It remained, then, only to devise 
mechanical refinements based upon Von Zwolin- 
berg’s principle that a column of water at sufficient 
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height would balance the urine under any degree of 
pressure. Bumpus and Foulds devised a system of 
glass tubing attached to a board, and brought the 
receptacle to floor level. Shaw and Young, endeav- 
oring to introduce further mechanical refinements, 
devised a manometer of ingenious construction 
which at the same time led an antiseptic solution 
into the bladder, and could be in use while the 
patient was in a wheel-chair. More recently still, 
Cunningham has invented a bladder manometer 
similar to the Tycos blood pressure manometer, 
using a venturi tube between the catheter and the 
measuring device. But the principle is the same in 
all, and is based upon the original Von Zwolinberg 
device which, simple as it is, is equally as efficacious 
as the more elaborate devices. 

It is not a matter of any great moment what the 
details of the manometer may be; one is probably 
equally as good as another. For our own use we 
have, with great satisfaction, been using a device 
similar to the one of Bumpus and Foulds. 

Having established a diagnosis of prostatic ob- 
struction, the next question quite naturally arising 
is, when to operate and what type of operation to 
perform for the relief of the obstruction. More and 
more the operation itself is being looked upon as 
not presenting great difficulties. Probably this is 
true for those who have sufficiently familiarized 
themselves with a satisfactory technique, but there 
is the danger, on the other hand, of looking upon 
prostatectomy as a simple operation, which it is not 
and probably never will be. Before commenting on 
the technique of the various operations, however, 
it seems wise to dwell upon the fact that of even 
graver importance than the operation itself is the 
problem as to the time when the patient has become 
a good operative risk. It is a fact that no matter 
how good an operation is done, as to its technical 
details, if the patient is not ready for operation, 
there are grave chances of losing the patient subse- 
quent to the operative procedure, and if not this 
loss of the patient, then at least recovery will be 
exceedingly worrisome. There may be many days 
in which the patient is in a really dangerous condi- 
tion; he may have an anurea, low blood pressure, 
and impaired mentality. He may present all of the 
symptoms attendant upon the retention of proteins. 
The laboratory findings may show low phthalein 
output, low urine urea, high blood urea, and, if the 
blood creatinin is high, one will have good cause 
for worry. 

All this stormy after condition will have been 
avoided, however, if the operation has been judi- 
ciously timed. When is the patient ready for opera- 
tion? He is ready when decompression having been 
gradually accomplished in accordance with the prin- 
ciples and practice previously indicated; when the 
blood pressure has returned to one normal for the 
patient’s age, and there is no undue spread between 
systolic and diastolic readings. At this time the 
phthalein output, which has invariably dropped be- 
low normal during the decompression, has come 
back to somewhere around 65 per cent. The blood 
urea will be somewhere between ten and _ thirty 
grams per hundred, and the blood creatinin about 
one gram per hundred, with a urine output in the 
neighborhood of three thousand cubic centimeters 
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for the twenty-four hours. The patient’s mental 


condition will at this time be found vastly improved 


and he is ready for operation, with a mortality out- 
look of better than 97 per cent in his favor. 


AS TO KIND OF OPERATION—SHALL IT BE 
PERINEAL OR SUPRAPUBIC 


The controversy which for several years raged 
acutely over this problem has now about subsided, 
and it is pretty well conceded that it is a matter 
of no great moment as to which type of operation 
one does if he does it well. In other words, the de- 
cision lies with the operator as to which operation 
suits him best, though it is fairly generally conceded 
that the very large prostate is probably more easily 
enucleated by the suprapubic method, though fol- 
lowers of a certain school do not all make this con- 
cession. The small fibrous prostate is enucleated 
with difficulty by the suprapubic route. But then, 
on the other hand, the obstruction caused by the 
small fibrous prostate, as a matter of fact, rarely 
requires removal of the gland to insure relief. The 
preferable method is some one of the punch opera- 
tions—either that of Young, of Caulk, or the wedge 
operation of Buerger. The Young operation is pref- 
erable when there is a definite narrow bar; when 
the bar is thick, or there is a median lobe which acts 
as a trap-valve, the Caulk or the Buerger operations 
are more satisfactory. The decision is based upon 
review of the cystoscopic findings. 

As to the technique of the suprapubic operation 
for enucleation of the really large prostate: The 
operation popularized by Freyer, wherein the sur- 
geon supports the gland by a finger in the rectum, 
breaks through the capsule of the prostate at its 
apex, and dissects from above downward, is no 
longer the operation of choice. A modification of 
the Freyer operation, generally done in two stages, 
consists in breaking through the capsule at the in- 
ternal urethral juncture, dissecting downward with 
the finger and tearing across the urethra below. 
This, like the original method, is also a blind opera- 
tion, yet it is one which we must choose if time has 
elapsed between the cystotomy and the second step. 
Its disadvantages have been made much of by the 
advocates of the perineal route, and not without 
more or less evidence in their favor, particularly for 
their claim that no operation, each step of which is 
not under the eye, is in accordance with principles 
of good surgery. 

Fortunately, we have an alternative operation 
which overcomes the objections mentioned. It is a 
one-stage operation in which every step is under the 
eye, and the procedure is much like a tonsillectomy. 
‘This is now considered the ideal operation by those 
not definitely committed to the perineal method as 
the only one. 

Briefly reviewed, the steps are: The exposure, es- 
pecially if the patient is fat, should be fairly exten- 
sive. The table is put in extreme Trendenelberg. 
The bladder is exposed, and the peritoneum stripped 
well back. The well-filled bladder is picked up with 
two silk sutures placed parallel to the median line; 

a trocar attached to the pump is thrust between these 

sutures and the bladder emptied without the usual 

flood. The silk guy-sutures keep the now-collapsed 

bladder from sinking deep into the pelvis. From a 

point as high toward the fundus as possible, an in- 


cision downward is made in the bladder. The index- 
finger is inserted and the bladder explored for cal- 
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culi and to outline the prostate. A Judd retractor is 
now introduced and the bladder illuminated by a spe- 
cial light in the hands of a nurse. Every portion of 
the bladder is easily inspected. A prostatic retractor 
recently devised by Farr is inserted into the urethral 
portion of the prostate through the open bladder and 
firmly fixed in place as a nurse withdraws the catheter. 
The retractor, made like a large corkscrew, is given 
a half turn and the firmly fixed prostate is elevated 
exactly as one lifts up a tonsil. The capsule is now 
carefully snipped through anteriorly to the shaft of 
the elevator. From here on it is a matter of choice 
whether the enucleation be done with the finger or 
with a dull tonsil enucleator. The gland is stripped 
away from the capsule, not the reverse, till one comes 
to the urethra; this is torn across, and then, working 
around on both sides and upward, we come gradu- 
ally to the apex, which is dissected free, and we have 
the gland on the elevator. The whole procedure has 
been carried on directly under the eye. 

The prostatic fossa is inspected. Whatever bleed- 
ing there is will be found to come generally from 
the edge of the capsule rather than from the fossa. 
If thought necessary it is a simple matter to take a 
stitch or so in the capsule, but this will generally be 
found unnecessary if the rest of the technique is 
carried out. 

The bladder is irrigated with fairly hot sterile 
water, A Pilcher bag-introducer is now put in place, 
exactly as one introduces a sound. The penal portion 
of the Pilcher bag is attached to the distal end of the 
introducer, presenting itself in the bladder; the intro- 
ducer is withdrawn, carrying with it the tube, and 
the bag is drawn down into the fossa. Through the 
upper tube attached to its apex the bag is distended 
with water, and the lower or penal tube is drawn taut 
and strapped to the thigh so that the bag fits with 
moderate pressure as it fills the prostatic fossa. This 
maneuver serves two purposes—it folds in the edges 
of the torn capsule, controls any oozing, and also 
tends to cause the resolution of small tags which, 
under some circumstances, are rather annoying. 

A suprapubic drainage tube is now introduced 
alongside the upper tube of the Pilcher bag. The 
bladder is closed in the usual way and, just before 
the abdomen is closed by layers, the table having 
been straightened out, a small drain of rubber dam is 
placed in the space of Ritzeus. _ 

Twenty-four hours later, there being no sign of 
bleeding from the fossa, the distending fluid is let 
out of the Pilcher bag, a soft rubber catheter is tele- 
scoped into the penal tube of the Pilcher bag, the 
bag is removed through the suprapubic wound, and 
as it is drawn upward the soft rubber catheter is 
drawn into place, without causing trauma to the pos- 
terior urethra. At the same time the small rubber 
drainage in the space of Ritzeus is removed, as well 
as the drainage tube in the bladder. The catheter 
is tied in and attached to a drainage bottle. From 
now on, in place of a sloppy, urine-soaked wound, 
the patient is absolutely dry and comfortable. 

No irrigation of the bladder is attempted, though 
daily, or even twice a day, the catheter is flushed 
out with about an ounce of sterile water, and a half- 
ounce of 1 per cent solution of mercurochrome in- 
jected into the bladder. 

From now on the important point is to see that the 
patient has sufficient liquid; not less than one hun- 
dred ounces every twenty-four hours in any event, 
and more if possible. If this is neglected, there is 
almost always bound to be trouble, and it will be 
necessary to introduce the fluid by the bowel, under 
the skin, or possibly both. 


This, then, completes the description of the tech- 
nique of preparation and operation by which it has 
been possible for the men following it to reduce 
their mortality to 3 per cent minus. 


DISCUSSION 


A. Etmer Bett, M.D. (Pacific Mutual Building, Los 
Angeles)—Doctor Reinle’s striking presentation of the 
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factors which now safeguard the lives of those who suffer 
from prostatic hypertrophy holds lessons for all of us. 
The sufferer from an hypertrophied prostate is an old 
man, a poor operative risk. In twenty years of effort, 
students of urelogy have reduced his operative mor- 
tality from 20 per cent to almost nil. Early recognition 
of the cause of urinary disturbance, gradual decompres- 
sion of the overdistended bladder, and careful restora- 
tion of the impaired kidney function by patient pre- 
operative treatment, have probably brought about a 
greater saving of lives than have improvements in opera- 
tive technique. These are procedures within reach of all 
of us, and their importance cannot be overemphasized. 
Through their aid the urological surgeon is winning the 
fight for the safety of his patient, and the advance repre- 
sents a brilliant chapter in surgical achievement. 


Guy Manson, M.D. (Mattei Building, Fresno, Cali- 
fornia)—I am glad to see Doctor Reinle lay stress on 
the fact that it is the preparation of the patient for opera- 
tion, rather than the type of operation performed, that 
is important. I believe there has been too much stress 
laid on the type of operation employed, and one is apt 
to get the impression that this is more important than 
the preparation of the patient. 


I believe Reinle has not emphasized quite enough the 
point of the elective time to operate. It is desirable, of 
course, to bring the patient’s kidney function and blood 
urea as nearly back to normal as is possible. There are 
many of these old men, however, whose phthalein output 
will never reach near 65 per cent or their blood urea 
thirty grams per hundred; and yet if their phthalein out- 
put and blood urea have reached a constant level, where 
it does not change further, it will indicate that the kid- 
neys have adjusted themselves to the decompression and 
the patient is still a good operative risk. Another point 
in the after care, not mentioned by Dr. Reinle, is the 
importance of getting these old men out of bed as early 
as possible. I have seen a patient develop a hypostatic 
pneumonia as late as six weeks after operation. 


Mirey B. Wesson, M.D. (Flood Building, San Fran- 
cisco)—All doctors, irrespective of their specialties, are 
interested in the subject of prostatism, perhaps because 
at least 30 per cent of them over 50 are prospective 
operative subjects. 


Prostatic hypertrophy rarely occurs before the age of 
50; however, the same symptoms, complications and treat- 
ment go with a median bar, and since such may be pres- 
ent from birth, this paper considers patients of all ages. 

The science of urology is only about 25 years old, con- 
sequently many who practice it have not yet learned to 
identify the fundamentals. For years a fight has raged 
between the advocates of the suprapubic and the perineal 
routes of approach to the prostate. The followers of one 
school had practically no mortality, whereas those of the 
other had an enormous death rate. The real difference 
was not the method of surgery used, but the lack of 
pre-operative preparation by one group. 

Hugh Young is generally considered the father of 
modern urology, and his claim to fame does not rest 
wholly upon his organizing ability or his brilliant sur- 
gery, but to the fact that he was the first to realize the 
value of giving his prostate patients large amounts of 
water in preparing them for operation. Twenty-seven 
years ago he reported giving a patient 3200 cc. of saline 
within one hour; and today his patients, while awaiting 
prostatectomy, receive from 3000 to 5000 cc. of water by 
mouth per day, and often infusions in addition. On the 
return from the surgery, hypodermoclysis of 3000 cc. is 
given immediately. And yet the routine in most hospi- 
tals is to give hypodermoclysis only in extreme cases, and 
750 cc. is the regular amount! In other words, the aver- 
age surgeon is hunting for something complicated and 
has not yet learned that the mortality rate of prosta- 
tectomy is in inverse proportion to the water intake. 

This is well illustrated by a patient who was consid- 
ered inoperable because his phthalein could not be made 
stable nor his blood urea be reduced to normal, although 
he had been in the hospital undergoing preparation for 
five months with a fluid intake of over 3000 cc. per day. 
This was increased to 5000 cc., with no reduction in the 
blood urea. Then in addition daily hypodermoclysis of 
5000 cc. was given for one week. The blood urea dropped 
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to normal, the phthalein became stable, a prostatectomy 
was done, and a hopeless invalid was returned to work. 

It is desirable but not necessary for a patient to have 
a high phthalein output; one that is low but stable indi- 
cates a good risk. The dangerous operative risk is the 
patient who has a variable phthalein that ranges from 
65 per cent to 15 per cent and never remains the same. 

Within the last five years attention has been called to 
the fact that the sudden emptying of a chronically over- 
distended bladder tends to cause uremia. I am reminded 
of the 60-year-old man who was examined by a physi- 
cian because of pulmonary symptoms and found to have 
a bladder extending above the symphysis and an over- 
flow incontinence with calcareous deposits over the scro- 
tum. He was catheterized and 4500 cc. of urine was re- 
moved. The blood urea was 90 mg. Following the use 
of a retention catheter and forcing fluids after eight days, 
the phthalein was 45 per cent in the first hour and 10 
per cent in the second hour, and a successful prosta- 
tectomy was done. 

Kidneys accustomed to function against back pressure 
cannot suddenly adapt themselves to the absence of this 
pressure and an anuria develops. Regurgitation of vesi- 
cal contents into the ureters has been recently demon- 
strated experimentally in animals by Graves and Davi- 
doff, but as yet it has not been proven in man. Far worse 
is the prognosis for the patient who has a distended blad- 
der with a sterile residual urine, as the experienced 
urologist has learned that such patients have no resist- 
ance and tend to succumb to post-operative infection. 

If all surgeons performed their suprapubic prostatec- 
tomies according to the technique described by Doctor 
Reinle, making the incision high so as not to open the 
space of Retzeus to infection, the only advantage of the 
perineal approach would be the fact that the patients 
can be put up in a chair on the second day, thus insuring 
against hypostatic pneumonia. Reinle’s paper is of addi- 
tional value because of the warning it conveys to the 
surgeon who is prone to operate before the patient is 
properly prepared. 


THE RELATION OF PROTEIN FOODS TO 
HYPERTENSION 
By ArtHuR N. Donatpson,* M.D., Loma Linda 
The results of this study support the suggestion that 
hypertension may have its beginnings in a type of dietary 
that produces such a degree of endocrine stimulation as 


to develop an irritable vasomotor system with its result- 


ing transitory, then permanent alteration in blood pres- 
sure. 


Discussion by Lovell Langstroth, San Francisco; Samuel 


H. Hurwitz, San Francisco; W. D. Sansum, Santa Bar- 
bara. 


UR clinical impressions, or personal opinions, 
are quite largely responsible for the present- 
day fashion of protein proscription in cases of hyper- 
tension. Barker tells us that we have no definite 
facts that point to any of the food substances as 
having a causative relation to blood pressure changes, 
and a perusal of the literature shows that concrete 
experimental facts are hard to get. Some reliable 
work has been done, however, and this seems, in 
part at least, to upset the prevailing therapeutic 
notions. 
Mosenthal, Strouse, and Kelman have made some 
interesting and valuable clinical observations, from 
which they have drawn the conclusion that altera- 
tions in protein intake do not materially affect blood 
pressure. Newburgh reports kidney lesions on his 
high protein feeding experiments, but an absence of 
blood pressure changes. Herrick thinks that carbo- 
hydrate is far more dangerous than protein, and 
* Arthur N. Donaldson (Loma Linda), M. D. College of 
Medical Evangelists, 1915. Hospital connections: Loma 


Linda Sanitarium and White Memorial Hospital, Los 
Angeles. 
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BLOOD PRESSURE FINDINGS—CONTROL AND MEAT DIET 
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Meat 
125—66 
122—68 
124—68 
128—72 
122—66 
124—68 


124—68 


Meat 
120—62 
122—68 
120—70 
120—68 
118—66 


Control 
112—62 
108—60 
114—62 
110—62 
110—62 
108—62 


120—66 110—62 


Average Control, 108—62 
Average Meat, 122—67 


Average for all five—Control, 107—62; Meat, 120—66. 


that protein need not be restricted unless there is a 
demonstrated incompetence of the kidney. 

The therapeutic excuse for the interdiction of pro- 
teins is thus assailed. The deductions thus drawn 
have come from observations made on animals or on 
hospital patients, most of whom are well along the 
cardio-vascular road. It is hardly reasonable to as- 
sume that the observed effect of protein on the blood 
pressure of these subjects should establish the fact 
that a high or low protein intake may not affect the 
blood pressure in a normal individual or one in the 
pre-sclerotic stage of hypertension. 

The question of how a variation in protein intake 
may affect a normal individual brings us into the 
field of preventive medicine, and is perhaps of as 
much importance as the study of methods aimed at 
the salvaging of our cardio-vascular wrecks. 

Joseph Pratt of Boston has suggested a division 
of hypertension cases, showing no renal involve- 
ment, into three groups as follows: 

1. Vasomotor neuroses with transitory hyperten- 
sion. These people are subject to vasomotor spasms 


on mild provocation, due to disturbances from 
within or without. 


2. Primary permanent, or essential hypertension. 
No other sign of disease exists. —The vasomotor sys- 
tem is in a state of increased tone, constantly main- 
tained. O’Hare found that these people responded 
to an injection of epinephrin with an unusual blood 
pressure increase, thus seeming to substantiate the 
idea of a vasomotor system on a hair-trigger. 


3. Localized arteriosclerosis. 


Pratt holds that these divisions constitute stages 
of the same disease, the one merging into the other 
in the process of time, if the causative factors per- 
sist. We are led to believe, furthermore, that Pratt 
is suspicious of the endocrines in these cases. He is 
not alone in this opinion. Engelbach makes bold to 
state that comparatively few cases of hypertension 
are found independent of vasculo-renal disease, 
which cannot be classified in the endocrine group. 
Janeway tells us that further work will lay more 
and more emphasis upon the endocrines as intermedi- 
aries in the mechanism of hypertension. Ophuls en- 
dorses this view. 

In a recent article Herrick reports a series of 
hypertension cases in which a considerable number, 
upward to 30 per cent, had hyperglycemia, although 
there was no parallel between the height of the 
blood pressure and the sugar content of the blood. 
The cause for this is unknown. One hypothesis of- 
fered, however, is that the chromiffim system is over- 
active for some reason or other, and that it naturally 


sees is 


—4{— 
Control 
102—60 
100—60 
102—60 
102—60 
104—62 


Meat 
124—68 
122—64 
128—68 
120—66 
122—66 
122—66 


123—66 


Meat 
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114—66 
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112—72 
116—68 
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102—60 115—68 


Average Control, 104—61 
Average Meat, 115—66 


Per cent increase, 12—6.4. 





has its effect on glycogenolysis. Thirteen years ago 
Neubauer noted the same thing and suggested that 
the adrenals might be a factor. Of interest, also, in 
this connection is a report from Vienna of work 
done by Hogler. He found that the blood plasma 
from normal persons inhibits peristalsis in a seg- 
ment of cat’s intestine (epinephrin test), whereas 
the plasma from patients with hypertension had a 
stronger reaction, and from two cases of Addison’s 
disease no effect at all. His findings, like Cannon’s, 
will probably be questioned from many quarters. 

We have been trying to believe the unproved and 
apparently controverted theory that a high protein 
dietary produced an intoxication that whipped up 
the suprarenals, thus establishing an irritable vaso- 
motor system, and consequently producing hyper- 
tension. In this rather premature report of work 
recently done in our laboratories we will try to 
show why we have quieted down on our protein 
notions. In part, our results are in accord with 
those of Mosenthal; that is, that protein does not 
materially affect blood pressure. We do, however, 
have a developing opinion that the extractives of 
meat have a very decided effect upon blood pressure, 
and are led with others to suspect the endocrines 
in the mechanism of production. Our results lead 
us to no definite conclusions, for we feel that our 
work has not been extensive enough to justify it. 
We view the report as food for thought, and wish 
to present it on that basis only. 

Five normal students, four men and one woman, 
were selected. They were fed according to their 
basal requirement plus 50 per cent. The distribu- 
tion of calories varied during the three periods of 
observation, but the total caloric intake remained 
the same. For a period of thirteen days they were 
fed on a lacto-ovo-vegetarian dietary, with a dis- 
tribution as follows: Protein, 10 per cent; carbohy- 
drates, 65 per cent; fat, 25 per cent. This was prac- 
tically the same as they had been used to, both as 
to distribution and amount. For a period of six days 
the distribution of calories was changed to give 20 
per cent protein, with carbohydrate and fat about 
equal. For a period of sixteen days flesh foods— 
beef, mutton, and fish—in the form of steaks, roasts, 
chops, and stews were added. The distribution re- 
mained the same as for the high non-meat protein 
dietary, i. e., 20 per cent protein, carbohydrate, and 
fat about equal. The students were carefully super- 
vised throughout, and the blood pressure readings 
taken by the same observer at the same hour. The 
palpitory method for systolic pressure was used, and 
for the diastolic reading the point at which the 
sound disappeared was selected. All blood sugar 
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estimations were run by the same laboratory tech- 
nician. 


HIGH VEGETARIAN PROTEIN DIET COMPARED 
WITH AVERAGE FOR CONTROL AND MEAT 


aie 





ee senile tees — 
Vi. P. ccnnvvess112—64 10462 114-62 105—64 110—66 
M. P. 124—68 120—66 123-66 116—65 115—68 
aie eas 109—65 105—60 110—62 102—60 106—63 


Averages—V. P., 109—63; M. P., 120—66; C., 107—62. 
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2930 U. C. Men.—Ages 16-40; majority, 1 18-21. Range: S&., 
115-136. Average: S., 126. 
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S., 115. 
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Meat, 116. 103 mg. per 100 cc. blood. 
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DISCUSSION 


The students who.served as subjects for this ex- 
periment are vegetarians in a restricted sense. All 
of them like meat and all gave a history of having 
indulged in flesh foods on special occasions, prob- 
ably not to exceed once a week. They were, there- 
fore, not unused to flesh foods, and it was for this 
reason this particular group was selected. On this 
basis the sudden flooding of the system with a sub- 
stance to which it had no acquired experience could 
not be used as an argument against the validity of 
the results. Furthermore, the figures introduced 
from 150 students who use meat habitually indi- 
cate that the pressure does not recede on a steady 
flesh diet. Vegetarians, we believe, run a consist- 
ently lower pressure than those who use flesh foods. 
Blood pressure studies from the Orient rather indi- 
cate this to be true. We are led to believe that the 
extractives are the cause of the difference, for if the 
protein in itself ‘were the responsible agent, an in- 


creased pressure would be found on a high non-meat 
protein diet. 


Our blood-sugar findings are hardly even sugges- 
tive, but afford room for the suspicion that the 
adrenals, functionating as detoxicating agents, liber- 
ate increased quantities of suprarenins on irritation 
by extractives. The increased blood sugar could not 
be due to the carbonacious residue of the protein, 
for, if it were, it would-be seen also in the high 
non-meat protein diet. 


The results of this study supports the suggestion 
that hypertension may have its beginnings in a type 
of dietary that produces such a degree of endocrine 
stimulation as to develop an irritable vasomotor 


system with its resulting transitory, then permanent, 
alteration in blood pressure. 





Vol. XXIV, No. 3 


DISCUSSION 


LoveLL LancstrotH, M. D. (240 Stockton Street, San 
Francisco)—I feel that Dr. Donaldson has. begun some 
interesting and valuable work. There has never been any 
definite information about the effect of increased protein 
intake on blood pressure. However, we are scarcely jus- 
tified in drawing conclusions from his results. The num- 
ber of experiments is much too small. Furthermore, so 
far as our knowledge goes, the blood pressure is con- 
stantly changing. This is a necessary circulatory adjust- 
ment to activity of the muscles or brain, to feeding, and 
probably to many other factors which are unknown to 
us. So many influences are at work that it is difficult to 
control them all and to get a set of conditions which will 
be the same each day. The figures given would, there- 
fore, be much more convincing if a succession of deter- 
minations at intervals of a few minutes had been taken 
to show what the normal variations were. 

Apparently, Dr. Donaldson has found an increase in 
blood pressure of ten to fifteen millimeters of mercury, 
due to substitution of meat protein for milk. If this is 
substantiated by further work it is an interesting result, 
but does not bear any necessary relation to essential 
hypertension because the establishment of the blood pres- 
sure at a slightly higher level cannot be said to be harm- 
ful. It might be more nearly normal than the lower one. 
It should be borne in mind that milk contains not only a 
large excess of calcium, but also three vitamins which 
are practically absent in the cooked meat. It also contains 
considerable sodium chloride, but probably less than 
would be ingested with meat, which is usually liberally 
salted. It is conceivable that the calcium, vitamin, or 
sodium chloride play a greater part than the purine 
extractives in causing this apparent increase in blood 
pressure. 

The work is very interesting as a beginning, and de- 
serves further experimentation. 


SamuEL H. Hurwitz, M. D. (516 Sutter Street, San 
Francisco)—A great many misconceptions underlie the 
dietetic management of patients with high blood pressure. 
One of the commonest, namely, the proscription of high 
protein foods, particularly those of animal origin, as is 
well brought out by Dr. Donaldson's paper, is not entirely 
justified on the basis of our present knowledge. 

Unfortunately, man is not a particularly good experi- 
mental animal on whom to test out the mooted questions 
relating to diet and high blood pressure. The slightly 
higher blood pressures which Dr. Donaldson obtained in 
individuals on diets containing meat proteins, as com- 
pared with a lacto-vegetarian diet, are well within the 
limits of normal variation. That there exists a sponta- 
neous variability of blood pressure has not at all times 
been sufficiently kept in mind in discussions of this sub- 
ject. Numerous instances have been recorded by many 
good clinical observers, notably Mosenthal, whom Dr. 
Donaldson quotes, of a rise in blood pressure amounting 
to thirty millimeters of mercury or more, brought on by 
changes in the emotional state of the patient. I emphasize 
this point merely to stress the difficulties which must beset 
anyone who attempts the problem which Dr. Donaldson 
has set himself. Some better method of studying this 
problem will have to be devised before we shall be able 
to settle with any degree of certainty. the question of 
the effect of protein and protein derivatives, meat extrac- 
tives, and sodium chloride upon blood pressure. 

The nebulous status of this subject does not, however, 
justify an abandonment of the clinical custom of reduc- 
ing the protein intake in high blood pressure patients. 
It has long since been shown beyond any reasonable 
doubt that 75 grams of protein a day are sufficient for a 
man of average weight—in fact, affords a liberal factor 
of safety. There could be no conceivable advantage in 
increasing such a ration. A reckless use of protein in 
high blood pressure patients is no more justifiable than 
a reckless reduction of the protein ration. 


W. D. Sansum, M.D. (Santa Barbara Cottage Hospi- 
tal, Santa Barbara, California)—From our own experi- 
mental work we believe that hypertension and its causa- 
tive blood vessel and kidney lesions may readily be pro- 
duced by the feeding of high protein diets over long 
periods of time. A preliminary paper by us—Nuzum, 
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Osborne, and Sansum—giving the details of this work has 
just appeared in the March issue of the Archives of 
Internal Medicine. A second paper, reporting the typi- 
cal blood vessel and kidney lesions, is now in process of 
preparation, as all of the surviving, experimental animals 
have been killed. 

We agree with the author that, clinically, individuals 
who consume large quantities of meats are inclined to 
have higher blood pressures than those who live on diets 
containing a preponderance of milk, fruits, and vege- 
tables. High blood pressure, however, is not uncommon 
in vegetarians who consume large quantities of breads. 
We do not believe that significant changes in the blood- 
vessels could take place in so short a time as thirteen 
days, but we have observed rises in blood pressure with 
increases in protein intake, similar to those which the 
author mentions. In our grain-fed rabbits, it required 
fully eight months to bring about mild hypertension and 
the associated blood-vessel damage. In our mixed, high 
protein diets pathological changes began to appear in the 
course of two or three months. We believe that, in the 
past, cxperiments have been carried on for far too short 
a time. We are now endeavoring to ascertain what factor 
or factors in these high protein diets are responsible for 
the pathology. We believe that it may be due to the acid- 
ash of these proteins, and not to the proteins themselves. 
Dr. Donaldson’s theories concerning suprarenal stimula- 
tion, meat extractives and endocrine disorders, should 
certainly be further investigated. 


VALUE OF ORANGE JUICE AS AN 
ACCESSORY FOOD 


By J. Tracy Metvin,* M.D., Porterville 


Discussion by T. C. McCleave, Oakland; J. E. Harvey, 
Pasadena; R. A. Kuhns, San Francisco. 


W E ALL know that there are many factors in- 


fluencing the growth and development of a 
child besides the food it eats, and the physicians 
throughout the country have accumulated much 
material bearing on the subject, as well as upon the 
questions of the influence of impaired or faulty 
nourishment upon the physical and mental develop- 
ment of the child in its future adolescence and 
maturity. 

We may accept the statement of Heubner that 
“persistent malnutrition where the primary causes, 
e. g., physical defects, insufficient food and faulty 
food habits, are removed, is characterized by the in- 
capacity of the digestive organs adequately to utilize, 
in relation to their requirements, the energy assimi- 
lated with the food taken.” 

We find ourselves searching for some accessory 
food that will remedy that condition by its influ- 
ence on digestion, and this search has led to the 
advocacy of various erratic dietary panaceas which 
have had a longer or shorter vogue in both popular 
and medical circles in past years. In this connection 
our attention has again recently been called to the 
evidence of the value of orange juice as such acces- 
sory food, but the relation of cause and effect has 
been questioned by many on the ground of failure 
to have identical controls with the class experi- 
mented with. 

The last four years’ experience at the Kaweah 
Kiddie Camp for Undernourished Children may be 


*J. Tracy Melvin (Porterville, California), M. D. Gross 
Medical College, Denver. Practice limited to Tubercu- 
losis. Hospital connections and . oo Medical 
Director of the Springville Joint ubercular Hospital; 
formerly member of the Colorado State Board of Health. 
United States Indian Service physician and President of 
the Tulare County Tuberculosis Association. Publications 
include casual articles in the Journal of Clinical Medi- 
cine and Colorado Medicine. 
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of some value in this connection, because each year it 
was held under identical conditions. Approximately 
100 children, 50 boys and 50 girls, were under ob- 
servation for one month preceding the camp, were 
in the camp one month each, and were checked up 
by the nurses for two months afterward. 

These children were under direct medical super- 
vision, with a trained nurse in charge, and an expe- 
rienced physical director as superintendent. A scien- 
tific dietary was worked out for every meal for the 
entire time, and each year was identical with the 
other, except that in 1924, through private gener- 
osity, we had at our disposal forty-eight boxes of 
oranges, and each child received 2 ounces of orange 
juice with each meal. 

These children, from 6 to 12 years old, were 
selected from all parts of the county, from among 
those in greatest need of improved nutrition and 
hygienic surroundings. All needed physical defects 
were removed before the children were admitted to 
the camp. The improvement in digestion and appe- 
tite, and complete absence of constipation among the 
children who received orange juice was noticeable 
from the first, and their weekly weights showed a 
steady and uniform gain above those of preceding 
camps, where orange juice was omitted. The total 
gain per hundred children being about 20 per cent 
greater than the gain at any preceding camp, and 
the average gain for each individual amounted to 
nearly five pounds per month. 

The following is a comparative summary of the 
four years. 

Summary 1921 1922 


‘Petal chslaren..._............. 112 96 126 96 
Number who lost weight 3 2 7 0 
Average amount lost ...... 1.33 ee 2 0 
Number, no loss or gain 10 8 10 6 
Number who gained........ 99 80 109 90 


Average gain, pounds... 4 3.4 3.5 4 15/18 

Although recognizing that on the average chil- 
dren usually do gain more rapidly during vacation- 
time than they do in school, and the advantages of 
camp life with its strict hygienic drill and instruc- 
tion, and realizing the absence of control groups of 
children under other conditions for comparison, I 
nevertheless feel that this experiment indicates that 
the regular administration of orange juice with chil- 
dren’s meals is an important factor in their im- 
proved health, demonstrating at least that greater 
gain in weight is shown under conditions which 
were as nearly identical as possible with those of 
other similar groups cared for in the same camp 
during preceding years. 


DISCUSSION 


T. C. McCueave, M. D. (Medical Building, Oakland)— 
The experience of Doctor Melvin as to the value of 
orange juice as an accessory food is confirmatory of the 
results of a number of other investigators. Under the 
direction of the Home Economics Department of the Uni- 
versity of California, for instance, children of a large 
school were for a considerable period of time given— 
one-half of them—milk as a mid-morning meal, and the 
other half were given orange juice. The increase in 
weight and height of the orange juice group during the 
observation period was quite as good as, or even slightly 
better, than shown by the milk group. 

These facts have been used by some enthusiasts to sug- 
gest that orange juice may, to some extent, advantage- 
ously replace milk in the dietary of children. This is an 
error, and it should be emphasized that orange juice is, 
as Melvin has wisely called it in the title of his paper, 
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a very valuable “accessory” food which should have a 
place in the daily menu of every child, if possible, but 
should not be used as a substitute for any of the other 
essential elements of the diet. 


James E. Harvey, M.D. (Central Building, Pasadena)— 
Thanks are due Doctor Melvin for calling our attention 
to orange juice as an aid to optimal nutrition, as it is 
all too likely to be overlooked through familiarity. 


It would be of interest to know which of the four sum- 
mers mentioned were hot at the particular location of 
the camp, as it is common knowledge that children do 
not gain in very hot weather. In the table given there 
is a gain in the first year over the second of .6 of a 
pound, which cannot be credited to orange juice. The 
gain for the fourth year, when oranges were used, is 
-8. of a pound more than the first year, but there is no 
exact proof that the gain is due solely to orange juice. 
From my experience in Pasadena, a cool summer, or even 
treatment with sun baths, might also have netted that 
gain. However, it is not unlikely that the use of orange 
juice was the probable cause of the gain. 


In the Polytechnic Elementary School of Pasadena, a 
choice of either orange juice or milk is offered as the mid- 
morning lunch. In the nine weeks since January 5 of 
this year, twenty-two children taking orange juice who 
were present the entire time gained on an average 2.2 
pounds, none losing weight; those taking milk, 2.2 pounds 
also, with none losing weight; while the average gain 
of the twenty-two children of corresponding ages com- 
posing the control group was but 1.3 pounds with six 
children losing weight. Six others of the control group 
were taking orange juice at home and did not lose. All 
three of the groups drink about the same amount of 
milk at home, 2.6 glasses for the orange juice children, 
2.7 for the milk, and 2.4 for the controls. 


The results just given point to orange juice with its 
vitamin C content, its valuable mineral matter and 12 
per cent energy-giving sugar, as proving an excellent 
food accessory conducive to good growth gain, especially 
if sufficient milk is also included in the diet. 


RatpH H. Kuuns, M. D. (135 Stockton Street, San 
Francisco)—It is to be hoped that this article will be 
widely read by physicians, as this fruit juice is of the 
utmost importance in the dietary of infants and children. 


Among the general public and even some physicians, 
the idea persists that one must be cautious about giving 
any other food than the bottle during the first year. We 
know, however, that orange juice is not only a most pow- 
erful, but a most acceptable anti-scorbutic, and that 
no matter what artificial food is given, some such agent 
is necessary to supplement the anti-scorbutic element in 
cow’s milk, which is not very strong, even in raw milk. 
Therefore, it is my practice to give orange juice at birth 
if the baby is put on an artificial food, as we have seen 
many babies which are pale, flabby, and rachitic, when 
fed exclusively on milk during the first year. No un- 
favorable effects have been noticed from orange juice, 
except that occasionally a baby will vomit. Such an in- 
fant will probably take strained tomato juice without 
any disturbance. Let me emphasize the fact that orange 
juice is not laxative, as is so commonly believed. 

After anti-scorbutic treatment with orange juice the 
baby, which has had a poor appetite, has been irritable 
and tender to the touch, suddenly regains its appetite, is 
playful, and can be handled without causing pain. Orange 
juice is the remedy of first rank and should be given in 
dosage of about two ounces per day. 

Canned tomato is also most efficacious and is some- 
times tolerated when orange juice is not well borne. 

Orange juice may be given intravenously in those pa- 
tients where food cannot be tolerated by mouth and where 
there is extreme prostration. The orange juice is boiled 
for five minutes and is then rendered neutral or slightly 
alkaline by the addition of normal sodium hydroxide just 
previous to its injection. Hess and Unger report three 
cases where this procedure was carried out without the 
slightest untoward reaction, and with very prompt sub- 
sidence of the symptoms. 

We must remember, however, that while orange juice 
is the most important prophylactic remedy and curative 
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for infantile scurvy, it is of no value in the treatment 
of rickets. 

As pasteurized milk always contains less anti-scorbutic 
vitamin than the corresponding milk before it has been 
heated, and as pasteurization involves, in some cases, not 
only subjection to heat, but oxidative processes which 
are destructive of the vitamin, we can realize the im- 
portance and necessity of adding orange juice to the 
dietary of artificially fed infants. 


Doctor Metvin (closing) — Referring to the point 
raised by Doctor Harvey that temperature in the differ- 
ent seasons, given in the comparative table, may be an 
important variant in causing gains among children, the 
following is the record for those months of each year as 
taken by the nearest official observer: 


1920 1921 1922 1923 1924 
July- July-  July- July- July- 
August August August August August 
Mean Maximum..98-99 103-100 105-101 99-96 99-100 
Daily Mean 73-75 86-81 83-82 75-71 81-81 


SUPPLEMENTARY NOTE 


In July, 1925, there were admitted to the camp, 
under identical conditions of the previous years, 
forty-six undernourished girls of an average under- 
weight of 914 pounds. 

Orange juice, one ounce three times a day, was 
not available until the second week, after which it 
was given regularly. 

During August there were admitted fifty-eight 
boys, averaging 9 YA. pounds underweight. They re- 
ceived the orange juice the entire time. In four 
weeks the girls gained an average of 3.9 pounds. 
Maximum gain, 734 pounds. The boys gained an 
average of 5.4 pounds. Maximum gain, 10% 
pounds. 

The maximum daily temperature at this station 
averaged 101 in July, and 96 in August. 


Trepol and neotrepoi not acceptable for N. N. R.— 
The Council on Pharmacy and Chemistry reports that 
trepol and neotrepol, bismuth preparations for use in the 
treatment of syphilis, marketed by the Anglo-French Drug 
Company, are not acceptable for new and non-official 
remedies. Trepol, offered in the form of ampules, claimed 
to contain basic tartrobismuthate of potassium and sodium, 
was rejected because the product does not represent a 
“tartrobismuthate of potassium and sodium,” but is in- 
stead substantially a basic bismuth tartrate, and because 
no adequate tests for the control of its identity and uni- 
formity are furnished. Neotrepol, supplied in the form of 
ampules containing metallic bismuth in suspension, was 
rejected because the amount of active ingredient claimed 
to be contained in the ampules is not in accord with the 
amount declared to be present.— (Journal A. M. A., Jan. 
9, 1925, p. 135.) 


“This much I can say with definiteness—namely, that 
there is no scientific basis for the denial of religion—nor 
is there in my judgment any excuse for a conflict between 
science and religion, for their fields are entirely different. 
Men who know very little of science and men who know 
very little of religion do indeed get to quarreling, and the 
onlookers imagine that there is a conflict between science 
and religion, whereas the conflict is only between two 
different species of ignorance.”’”—Robert A. Millikan 
(Collier’s). 


Nature seems stingy with her rewards. Men strive 
long and hard for small thrills of satisfaction and climax. 
The appetite for fulfilment seldom is satisfied. This is 
nature’s way to keep men eagerly on the path to the 
good. Modern life has developed many diversions, often 
seemingly innocent, which yet, by dissipating the urge to 
creative effort, destroy the chief source of human values. 
—Antioch Notes. 
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RENAL COUNTERBALANCE 
By Frank HInMAN,* M. D., San Francisco 


It is a popular conception that the remaining kidney, 
if normal, is able to immediately take over the extra bur- 
den occasioned by removal of its mate. Upon closer con- 
sideration this is found to be only partially true, and 
renal reserve is seen to be largely potential and to have 
an anatomic and functional correlation. 


Studies of structure have shown that growth by hyper- 
plasia or new tissue formation may occur in young ani- 
mals and man for considerable periods after birth; in 
human kidneys, up to the fifth or sixth year. 


Renal atrophy has been almost universally regarded by 
pathologists as degenerative in type and due to bacterial, 
chemical or other toxins, producing the well-recognized 
pathologic condition of cloudy, swelling, and fatty amy- 
loid and hyaline degeneration. But there is also a well- 
recognized type of atrophy, which may be termed bio- 
logic, due to inanition, pressure or inactivity, and it is 
possible experimentally to produce what would seem to 
be an inactivity renal atrophy. 


For clinical purposes, one may distinguish four groups 
of renal tissue relative to the adjustments that may follow 
surgery or disease. 


Readjustments between these four types of tissue lead 
to four types of counterbalance. The normal renal tissue 
may show a complete unilateral counterbalance. Re- 
adjustments among portions which have an equal quali- 
tative ability to respond instance a co-operative type of 
counterbalance, whereas readjustments between portions 
of unequal qualitative ability, irrespective of quantity 
mass, result in a competitive type of counterbalance. 


Discussion by T. Addis, San Francisco; Walter V. 
Brem, Los Angeles. 


HERE are two facts which form the basis of 

renal counterbalance. These are that the renal 
mass is divided into two equal portions, a right and 
left kidney, and that injury or disease is usually cir- 
cumscribed and rarely diffuse and uniform, even 
when bilateral, and the majority of renal injuries 
are unilateral. By counterbalance is meant an at- 
tempt on the part of the less injured or uninjured 


portion to take over the work of the more injured 
portion. 


EXPERIMENTAL CONSIDERATION 


In the experimental study of renal counterbal- 
ance there are four conditions for study: First, renal 
reserve ; second, renal hypertrophy; third, renal atro- 
phy; and, fourth, renal counterbalance. 


Renal Reserve—There has been some confusion 
as to what constitutes renal reserve, and it is a popu- 
lar conception that the remaining kidney, if normal, 
is able to immediately take over the extra burden 
occasioned by removal of its mate. Upon closer con- 
sideration this is found to be only partially true, and 
renal reserve is seen to be largely potential and to 
have an anatomic and functional correlation. It is 
a fact that the renal mass of different species of ani- 
mals is proportional to the body weight. Small ani- 
mals have small kidneys and large animals have rela- 
tively large kidneys. This is the anatomic reserve. 
But it has been definitely determined by a great 
many different observers that, by partial resections, 
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the normal renal mass may be reduced by one-third, 
or even one-quarter, and the animal survive. This 
constitutes the minimal amount of renal mass com- 
patible with life, but this one-third or one-quarter 
portion has undergone remarkable hypertrophic 
changes. The functional reserve, on the other hand, 
has been experimentally tested in a way by a study 
of the function of the remaining healthy kidney 
after unilateral nephrectomy. We have found that 
this kidney is at first unable to completely make 
good the loss of its mate, and during the first five 
or six days there is a relative renal insufficiency. 
This initial insufficiency can be demonstrated also 
by results following ligature of one branch of the 
renal artery. However, these insufficiencies are not 
proportional to the amount of renal mass thrown 
out of action, and in either case the insufficiency is 
very quickly removed by an anatomical hypertrophy 
of the renal mass remaining. Renal reserve is thus 
seen to be of two types—the native reserve, which 
is the normal physiologic response to stimulation as 
possessed by all glands and organs, and an acquired 
reserve, which is the repair of growth or compensa- 
tion, in response to overstimulation. 


Renal Hypertrophy—When one attempts to con- 
sider the changes incidental to renal hypertrophy or 
repair, a thorough understanding of the structure of 
the kidney is necessary, and it is at once also neces- 
sary to distinguish between renal hypertrophy and 
renal hyperplasia. Studies of structure have shown 
that growth by hyperplasia or new tissue formation 
may occur in young animals and man for consider- 
able periods after birth; in human kidneys, up to the 
fifth or sixth year. And it is also necessary to dis- 
tinguish, in a consideration of renal hypertrophy be- 
tween natural growth and compensatory growth. 
Obviously, the kidney of a child is not as large as 
after full growth has been reached, nor are the 
glomeruli and tubules that make-up such a kidney 
relatively as large. All experimental studies on ani- 
mals must, therefore, take into consideration these 
two facts. In an adult animal’s kidney it has been 
found, by careful measurements, that growth con- 
cerns two structures of the kidney particularly, 
namely, the glomerulus and the proximal convoluted 
tubular area, and it has also been estimated that 
from twenty to thirty days usually are required for 
the major amount of this growth to occur. When 
one attempts to apply these anatomic considerations 
to studies of compensatory repair, this distinction of 
hypertrophy and hyperplasia has its clinical counter- 
part. The congenital types of renal compensation, 
as instanced in the solitary and infantile kidney, are 
examples of renal hyperplasia, whereas in the clini- 
cally acquired types in which repair is due to hyper- 
trophy there are two groups distinguishable—in one 
the change is by a diffuse mass hypertrophy, in the 
other by a circumscribed or group hypertrophy. 


As an example of mass hypertrophy, is the com- 
monly observed unilateral growth of one kidney fol- 
lowing removal or loss of its mate. Some interesting 
experiments have demonstrated that this mass type 
of hypertrophy may be bilateral. A typical bilateral 
mass hypertrophy has been produced by the author 
by transplantation of one ureter into the duodenum, 
which throws out, so far as actual excretion is con- 
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cerned, the work of one kidney, but, in view of the 
fact that this kidney continues to receive the same 
blood supply, it is found to undergo a compensatory 
hypertrophy hand in hand with that of its mate 
which actually does all of the renal work. As seen 
below, however, this initial hypertrophy is not per- 
manent. 

The second group in which hypertrophy is cir- 
cumscribed and not diffuse is of more clinical impor- 
tance in a consideration of renal counterbalance, and 
this type of growth may be experimentally tested 
by comparison of results following various types 
of repair following relief of ureteral obstruction 
in hydronephrosis. In one group, in which after a 
period of complete ureteral block the ureter is trans- 
planted to the bladder and at the same time the 
opposite kidney removed, it is found that the animal 
will survive only where the ureteral block has been 
for a period of two weeks or less. 

Even more interesting, relative to counterbalance, 
are the results that follow transplantation of a com- 
pletely blocked ureter to the bladder when the oppo- 
site kidney is undisturbed. If the ureteral block pro- 
ducing the hydronephrosis has been for a short 
period, say two weeks, the opposite kidney has not 
had sufficient time to undergo complete compensa- 
tory repair and good stimulation for repair of the 
hydronephrotic side will be present, whereas if the 
block has been for longer periods, say sixty days, 
the complete compensation of the opposite kidney 
removes any stimulus or need for repair on the 
hydronephrotic side. It is found, experimentally, 
that all of these repair hydronephroses, whether of 


two weeks or sixty days, when the opposite kidney 
is undisturbed, show early evidences of an attempt 


to repair. But the point of particular interest in 
these two types of experiments is that there is found 
to be a great difference between the condition of this 
repair, irrespective of short or long obstruction, if 
examined months or years after the ureteral trans- 
plantation. Even as short ureteral block as two 
weeks will have produced injury which is sufficient, 
in view of the healthy compensatory mate, to lead 
to its complete atrophy even after successful uretero- 
cystoneostomy, upon examination one or two years 
later, and this leads up to the consideration of the 
third factor in renal counterbalance, namely, renal 
atrophy. 

Renal Atrophy—Renal atrophy has been almost 
universally regarded by pathologists as degenera- 
tive in type and due to bacterial, chemical or other 
toxins, producing the well-recognized pathologic con- 
dition of cloudy swelling and fatty, amyloid and 
hyaline degeneration. But there is also a_ well- 
recognized type of atrophy, which may be termed 
biologic, due to inanition, pressure or inactivity, and 
it is possible experimentally to produce what would 
seem to be an inactivity renal atrophy. The late 
atrophy, for instance, of an earlier repair hydro- 
nephrosis, as has just been mentioned above, is a 
type of atrophy from insufficient stimulation. An- 
other example of a disuse atrophy may be furnished 
by the experiment mentioned above of ureteroduo- 
denostomy, in which it was shown that in the early 
period there was a complete compensatory hyper- 
trophy of the kidney, whose ureter has been trans- 
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planted into the duodenum, if examined within a 
relatively short time after the transplantation, thirty 
to sixty days, but that, if the animal is allowed to 
survive before being sacrificed for a period of one 
and a half to two years, this initial hypertrophy has 
completely disappeared and the same kidney will be 
found to be a small, almost functionless, or com- 
pletely atrophic kidney. The explanation of this 
late period atrophy of an early period hypertrophy 
after ureteroduodenostomy is not altogether clear, 
but it would seem reasonable that it results from a 
gradually diminishing stimulation or loss of work. 
In a successful experiment, infection has not oc- 
curred to produce atrophy, there has been no back 
pressure or ureteral obstruction to cause it, and it 
is doubtful if one might presuppose toxic injury 
from ascension of the contents of the duodenum into 
the pelvis of the kidney to cause it. On the other 
hand, it is a well-known fact that kidney activity is 
not continuous and there are periods of inhibition 
or lessened activity and, in this experiment, when- 
ever the kidney, whose ureter is transplanted into 
the duodenum, takes a rest period this influences in 
no way the accumulation of waste substances in the 
blood, in view of the fact that the opposite kidney 
is always doing all the work of actual excretion. 
Therefore, such rest periods do not lead to any 
hyperactivity on its part subsequently. Any rest 
period of the compensatory kidney on the opposite 
side, however, must be paid for by it by an increase 
of activity later. This difference in burden of re- 
sponse and the greater predisposition of the trans- 
planted kidney to inhibition would account for the 
gradual loss of stimulation on one side and its pro- 
gressive and late atrophy, an example, therefore, of 
disuse atrophy. 


Renal Counterbalance—Such experiments as out- 
lined above, with respect to hypertrpohy and atro- 
phy, give an indication of the process of renal equi- 
librium after renal injury, and the occurrence of 
this counterbalance is beautifully illustrated by the 
experiment referred to above, in which the opposite 
compensatory kidney is gradually injured by a par- 
tial ureterat obstruction so as to throw a gradually 
increasing stimulus and demand for work on the 
repair hydronephrotic side. It is found by such an 
experiment that an hydronephrosis of thirty or forty 
days complete ureteral block is capable, under this 
gradual stimulation, of a complete compensatory re- 
pair itself, so that in the course of one or two years, 
when its mate has undergone a complete hydro- 
nephrotic atrophy as a result of partial obstruction 
of its ureter, the thirty or forty-day hydronephrosis, 
whose ureter has been transplanted to the bladder, 
has taken over total renal work and maintains nor- 
mally total function. 


CLINICAL CONSIDERATION 


In the application of these experimental consid- 
erations, the clinical problem is made difficult and 
uncertain because of our continued ignorance of the 
mechanism of renal activity and because of the defi- 
ciency in our tests of renal function. All tests of 
function are purely empirical and they have the 
added defect of indicating renal work for the period 
of the test and that period only. They give no indi- 
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cation of what the kidney has done or will do. They 
are also an extremely uncertain guide as to anatomic 
conditions and, because of the incidence of inhibition 
and hyperpermeability, are frequently inaccurate. 
Renal inhibition is of frequent occurrence and may 
be reflex, chemical or the result of some type of back 
pressure. From a clinical standpoint, one speaks of 
total function and relative function, and tests of ex- 
cretion are particularly of value as indication of 
relative function when controlled for factors of in- 
hibition, hyperpermeability and the technical errors 
of leakage, etc. Better and more reliable tests, as 
well as specific tests of renal function, are very much 
to be desired, but not until the mechanism of renal 
activity itself is better understood will these tests 
be forthcoming. 

Clinical consideration of co-operative and com- 
petitive types of counterbalance, as outlined above 
in the experimental consideration, is particularly of 
value preliminary to all renal surgery, and such a 
consideration is worth much more than that of rela- 
tive function alone because it takes into account the 
anatomic conditions at the time and the probable 
anatomic conditions that may be expected to. result, 
afterwards. Consideration of counterbalance is valu- 
able in unilateral disease because, when taken in con- 
junction with surgical risk, it renders renal surgery 
for unilateral disease much more conservative and 
under much better control. There are not apt to be 
so many disappointments after attempts to preserve 
the unilaterally injured kidney, and the application 
of consideration of counterbalance is of even greater 
value preliminary to surgery in bilateral renal dis- 
ease in which conservation is always indicated. 

For clinical purposes one may distinguish four 
groups of renal tissue relative to the adjustments 
that may follow surgery or disease. In the first 
group is normal renal tissue which is known to have 
a good reserve power and good repair ability so that; 
with any demand for more work placed on it, an 
hypertrophy will occur, except under some unusual 
conditions of inhibition. In the second group is renal 
tissue which has already undergone hypertrophic 
changes but which may be expected, under proper 
stimulation, to undergo additional hypertrophy. In 
the third group is the diseased or injured renal por- 
tion which has'a lowered reserve and a diminished 
ability to repair but which, with relief of injury 
and proper stimulation, may show considerable re- 
pair; and, finally, in the fourth group is the type 
of renal tissue, called hypoplastic, which has no re- 
serve power or ability to grow, as instanced by the 
infantile type of kidney. 

Readjustments between these four types of tissue 
lead to four types of counterbalance. The normal 
renal tissue may show (1) a complete unilateral 
counterbalance. Readjustments among portions 
which have an equal qualitative ability to respond 
instance (2) a co-operative type of counterbalance, 
whereas readjustments between portions of unequal 
qualititative ability, irrespective of quantity of mass, 
result in (3) a competitive type of counterbalance. 
Failure of response may give (4) renal. decom- 
pensation. 
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DISCUSSION 


T. Appts, M.D. (Stanford Medical School, San Fran- 
cisco) —This paper is a brief and incomplete summary 
of work which has extended over many years. It is an 
investigation which represents the first persistent and 
systematic attempt to determine the relation of the process 
of compensatory hypertrophy to the special problems of 
the genito-urinary surgeon. This is in itself a significant 
fact. For a long time operations have been performed 
without a knowledge of the principles which these experi- 
ments reveal, and as a consequence many mistakes have 
been made, each one of them a commentary on the slow 
and painful growth of knowledge in the hands of so- 
called “practical” men. As is the case with all really 
fundamental clinical work, it is based on a fresh first- 
hand study of anatomy and physiology and leaves us 
with fresh problems to solve. 


Wa ter V. Brem, M.D. (Pacific Mutual Building, Los 
Angeles)—A discussion of a paper reporting original re- 
search is always difficult and usually gratuitous. How- 
ever, one cannot refrain from commending the spirit that 
urges one to seek further knowledge, and it is especially 
inspiring to know that research can be done even by a 
doctor in the midst of a large and busy practice such as 
that of Dr. Hinman: Time and again I have heard this 
feature of Hinman’s work spoken of with admiration. 

Hinman, in this research, is attempting to clear up the 
fundamental principles of kidney damage, repair and 
compensation, and it will go far toward aiding in rational 
treatment of kidney disease. 


BILHARZIA DISEASE—ITS CURE BY 
TARTAR EMETIC 
By W. B. PALAMountain,* M. D., Oakland 


INTRODUCTORY EDITORIAL NOTE 


Doctor Palamountain’s report forms another link in the 
chain of evidence tending to prove that a specific cure 
for another. important disease has been found. It is an 
important disease, from which millions of people con- 
stantly suffer. They are for the most part residents of 
the tropics, but the rapid increase in travel is making a 
knowledge of so-called tropical medicine an essential of 
every physician’s education everywhere. 

As Doctor Palamountain says, his patient’s condition 
would have been promptly diagnosed by any educated 
physician practicing in countries where such infections 
are common. 

Every physician everywhere should always make a low 
amplification microscopic examination of every specimen 
of urine. There are many useful lessons to be learned 
from such a routine—Epitor: 

Discussion by Herbert Gunn, San Francisco; John V. 


Barrow, Los Angeles; Marshall Chipman Cheney, San 
Francisco. 


N FEBRUARY, 1916, I was consulted by an 

Englishman, age 34, who complained of fre- 
quent and painful urination, blood and pus in the 
urine, and blood at stools. 

His health as a child had been good, and when 
19 years old he entered the South African Con- 
stabulary, where he served three years and was 
never sick. At the age of 23 he first noticed an 
irritation in the bladder region which he described 
as a desire to scratch. At 25 he first noticed a tinge 
of blood in his urine for a short time. Occasionally, 
during the next six years he noticed some blood 
in the urine, but was never troubled much by it 
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He had no other genito-urinary symptoms and his 
health was otherwise good. About three and a half 
years prior to consulting me his bladder began to 
bother him considerably and had been gradually 
getting worse. Frequently, small vesicles appeared 
on the foreskin, developed into postules, and healed, 
leaving small scars. He had received much treat- 
ment, various diagnoses, and no benefit. From 1913 
to 1916 his urine was rarely free from blood, but 
there had been more at times. Pain had become 
severe at the end of urination, and the last half 
ounce or so looked like all blood. He had lost ten 
pounds in weight and lost two or three days from 
work very two or three weeks, when he had chills 
and fever and increase in bladder symptoms. 


STATUS PRAESENS 


Well built man, 34 years old, weight 175 pounds, 
skin pale,~no eruption or blemish. No history or 
sign of syphilis. Wassermann negative. Heart, 
lungs and abdomen negative. Hemoglobin, 90 per 
cent; eosiniphiles, 2 per cent; the rest of the blood 
picture negative. 


Urine — Specific gravity ranged from 1015 to 
1025, always acid; much blood, pus and slime; odor 
very offensive. Trace of albumin, no sugar or casts; 
swarming with colon bacilli. At times the first urine 
passed was fairly clear, but at the end almost pure 
blood was passed, and accompanied by straining and 
pain. The amount of blood lost varied from day to 
day. 

Rectum — Small hemorrhoidal masses that bled 
easily on touch. Bloody stools said to be frequent. 
Temperature normal. 

Cystoscopic examination revealed severe inflam- 
mation of the trigone, more marked on the right 
side. —The mucosa was swollen and looked like raw 
beef, covered with flakes of pus and mucus and 
studded with numerous pin-head size, shining, amber- 
colored tubercles. The right ureteral opening was 
of the golf-hole type and its margin thickened, very 
red, and had a few yellow tubercles. Left ureteral 
opening was normal, as was the rest of the bladder. 
There was no ulceration, tumor, or stone present. 
The trigone bled on the slightest touch with the 
ureteral catheter. Catheterization of ureters was 
easy and the urine obtained was normal. Radiog- 
raphy of the kidneys was negative for stone. Guinea 
pig inoculation was negative for tubercle bacilli. 

The significance of these shining, amber-colored, 
pin-head tubercles was not recognized, and practi- 
cally every recognized method of treatment was fol- 
lowed, with negative results. Finally, suprapubic 
drainage of bladder was instituted and continued 
for two months, and the piles were operated upon. 
The secondary infection of the bladder cleared up 
and all symptoms left, as long as the bladder was 
drained ; but immediately upon cessation of bladder 
drainage, the former symptoms of hematuria and 
pain returned and blood reappeared in stools. 

‘There were in this case certain significant find- 
ings that should have rendered the diagnosis easy 
and would have to a clinician acquainted with tropi- 
cal diseases. They were, first, the fact that he had 
lived in South Africa, among men who had been 
affected with hematuria; second, the cystoscopic pic- 
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ture of glistening yellow or amber-colored tubercles 
in an intensely inflamed area without ulceration; 
third, bleeding from the rectum not due to piles, 
and only at stool. 


Referring to works on tropical disease cause of 
hematuria, a cystoscopic picture of bilharziasis was 
found and the diagnosis at once became apparent. 
The ova were promptly found in the urine, and the 
identity of the disease was proven. 


A search of the literature of the American medi- 
cal journals for the preceding twelve years showed 
eight cases reported in the United States, and they 
were all imported. All writers on the subject re- 
ported no known cure for this disease. The patient 
was informed of the facts and hopes expressed that 
possibly in the future a cure might be found, and 
he passed from my observation, but not from my 
memory. 

In 1919 there appeared in the literature an article 
by Christopherson, working in Khartoum, Egypt, 
detailing his results in Bilharzia disease by the use 
of tartar emetic. In 1921 Petillo reported a cure by 
the use of tartar emetic, and soon after this I 
located my former patient in Canada. Correspon- 
dence revealed that he was still suffering. He was 
supplied with a complete clinical history and refer- 
ences to the literature, and he placed himself under 
the care of a good physician and received the injec- 
tions. The following excerpts from one of his let- 
ters testify to the result: 

“T know that you will be glad to hear that the 
treatment was a complete success. The blood dis- 
appeared after the fifth injection, and there has been 
absolutely no sign of blood in the urine since. I 
can say that I am feeling better than I have for 
eight years. The doctor made a cystoscopic exami- 
nation and says that the bladder is almost normal 
again.” 

Bilharzia disease (schistosoma hematobium) 
(Egyptian disease) is produced by a blood or a liver 
fluke. Writers claim 61 per cent of the people of 
Egypt suffer from it. It is endemic in Africa, hence 
called African disease. It is found in the West In- 
dies, Panama Canal Zone, one island of Japan, 
Formosa, the Philippines, China, and elsewhere. 
Cases in the United States are rare and are all im- 
ported, but are becoming more frequent. The dis- 
ease has long been known in Egypt (3000 years). 
This trematode is of two sexes, male and female, 
and about one-third inch long. It inhabits the por- 
tal vein, liver, mesenteric and pelvic veins. The 
symptoms are produced by the ova, which are de- 
posited by the female in the venules of the bladder 
and rectum. The ova are yellowish in color, 1/200 
inch long, and are of two varieties—one having a 
terminal and the other a termino-lateral spine. 
They work their way to the interior of the bladder 
and intestine, where they are protruded, appearing 
in the urine and feces. They act as foreign bodies, 
exciting inflammation and causing pain and the es- 
cape of mucus, pus and blood, and often resulting 
in vesical calculi and papillomata. 

The life history of this trematode has been 
worked out by British and Japanese workers, and 
was completed in 1914. The length of life of the 
fluke in the human is not known, but that it lives 
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for many years is certain. The ova hatch out in 
three to four minutes when in fresh water. Mol- 
lusks and,snails are the intermediate hosts and the 
circaria swarm in polluted water, and promptly at- 
tack animal or man by passing through the skin, 
and gain entrance to the portal circulation. An in- 
tense itching of the skin is produced by the pene- 
tration of the circaria. About four weeks after 
entrance symptoms are noted. 


In some, after a few years, spontaneous cure 
seems to occur, as judged by the cessation of symp- 
toms. In others the infection lasts for life and is 
malignant, resulting in calculi, papillomata, fistulae, 
and severe proctitis, and may become generalized 
and found in the lungs, brain, liver, and other tis- 
sue. Up to 1918, no cure was known, and among 
the Egyptians hematuria was considered as a matter 
of course, and a sign of manhood and progeny was 
not expected in its absence. 


In May, 1917, J. B. Christopherson, director of 
the Civil Hospitals, Khartoum, Egypt, began treat- 
ing Egyptian Bilharziasis by the intravenous injec- 
tion of antimony tartrate as a routine method and 
published a paper in the London Lancet of’ Sep- 
tember 7, 1918, detailing his treatment. In the 
June 14, 1919, number of the Lancet he published 
another article, detailing some thirty cases, and 
stated, “We are justified in saying that it not only 
kills the parasite in situ, but that later it kills the 
embryos in the ova deposited; and that the patient 
is cured not only of his Bilharzia parasites, but that 
he ceases to be a Bilharzia carrier and cannot propa- 
gate the disease.” 


Since that time quite a few articles have appeared 
in the literature, mostly by British doctors, detail- 
ing their results with the tartar emetic, and confirm- 
ing Christophérson’s claim, and based on several 
thousand cases. 


The treatment consists of intravenous injections 
of sodium-antimony tartrate in sterile saline solu- 
tion. The initial dose for an adult is 4 to %4 grain 
in 20 minims of distilled water, diluted with 6 to 
10 cc. of sterile saline solution, injected with a 
10 cc. record syringe. 


Injections are given at first every day or every 
other day, and the doses are increased 1% grain each 
injection until grains 2 or 2% are reached. The 
total quantity of tartar emetic making a course 
being 20 to 30 grains, and a cure is effected with 
nearer 20 than 30 grains. 


Prompt improvement is noticed after a few doses 
by subsidence of pain on urination and the decrease 
in the blood lost. The ova soon begin to take on 
a cloudy, shriveled appearance and turn dark or 
black, and usually after about 12 to 20 grains are 
given the blood and ova have disappeared from the 
urine. Ova may continue to be found for some 
time, since it takes some time for all to be extruded, 
but they are dead. The fact that ova cease to be 
found in the urine or feces is evidence that the 
worms are dead. 


Tartar emetic is a powerful drug and care must 
be used in its administration, but few bad effects 
have been reported. 

This treatment marks an epoch in Bilharzia dis- 
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ease since, up to this very recent discovery, no cure 
was known. 


An excellent discriptive article on Bilharzia by 
N. D. Brayton, writing from the Panama Canal 
Zone, appeared in the Journal A. M. A. for April 
30, 1910, and many articles of great value by 
British authors have been published in the London 
Lancet, Journal of Tropical Medicine and Hygiene, 
and the British Medical Journal during the period 


1918 to 1919, in which references to other articles 
are noted. 


DISCUSSION 


Hersert Gunn, M. D. (350 Post Street, San Fran- 
cisco)—The interesting case report of Dr. Palamountain 
is very instructive from several standpoints. It empha- 
sizes very clearly the advisability of keeping this disease 
in mind when dealing with hematuria or bloody stools. 

The disease is undoubtedly frequently overlooked, 
which is almost sure to happen unless it is suspected and 
the eggs specially sought for. The eggs are very large 
and are readily found only by searching the specimen 
with the lower power of the microscope, which is not 
usually done to any extent in the routine examinations of 
the urine. Under the higher powers or in stained speci- 
men, eggs would be observed more or less accidentally. 

Palamountain does not state whether the bloody stools 
were produced by infection with the same parasite as 
was found to be the cause of the hematuria or whether 
a Schistosomum Mansoni was the cause of it. The latter 
parasite is usually the cause of the dysenteric symptoms, 
though they may be caused by the Schistosomum Hemato- 
bum. Both parasites are found in Africa, one egg show- 
ing a terminal spine and usually found only in the urine, 
while the lateral-spined egg is found only in the stool. 

I have seen several cases of the urinary form in con- 
sultation, and in 1905 reported two cases of the rectal 
form, occurring in Porto Ricans. Since then I have en- 
countered a number of cases of the rectal type, all in 
Porto Ricans. 


Joun V. Barrow, M.D. (Westlake Professional Build- 
ing, Los Angeles)—I think this article is well timed and 
of great value. I have not had the experience of treat- 
ing Bilharzia, although I have seen one or two cases in 
which the symptoms seemed to indicate the disease, but 
found diagnosis proved it to be amebiasis, which re- 
sponded well to treatment. 

I have used intravenous tartar emetic in a number of 
cases of uncertain etiology, and have had good results; 
in fact, it is my routine in indolent ulceration of any 
type. I think this drug in selected cases proves as valu- 
able as arsenic and mercury, and there must be the same 
care in giving it as in any toxic drug. 


MarsHALL CHIPMAN CHENEY, M.D. (Shreve Building, 
San Francisco) —This case report demonstrates the value 
of a complete history, physical examination and labora- 
tory tests. A clew to the diagnosis was given by the his- 
tory of previous residence in South Africa. The physical 
examination disclosed typical lesions in the bladder. The 
laboratory tests not only excluded ordinary diseases, but 
permitted absolute diagnosis by demonstration of Bil- 
harzia ova in the urine. 

I have had some experience with the administration 
of tartar emetic solution intravenously. If the precautions 
as to dosage, number of injections, condition of the pa- 
tient, and careful intravenous technic are followed, no 
harmful effects will follow. However, antimony is very 
poisonous and its administration by vein must be very 
carefully watched. I have been hoping to see some re- 
ports of the effect on Bilharzia of antimony oxide by 
mouth, following the method of Sir L. Rogers in treating 
Ka.a Azar. The oxide is soluble in weak hydrochloric acid, 
and is excreted by the kidneys. The problem is, whether 
a sufficient concentration of the drug to kill the parasite 
can be obtained in the tissues by this method. By starting 
with one grain after meals, the dose can be gradually 
increased to 15 grains a day in an adult. Toxic effects 
can be noted readily, and the dosage can be controlled 
much more easily than by the intravenous route. 
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REASONS FOR THE EARLY TREATMENT 
OF SQUINT 
By M. F. Weymann,* M. D., Los Angeles 


The treatment of squint should begin as soon as the 
squint is discovered, and the reasons for this are based 
upon sound physiological principles. 


Discussion by George H. Kress, Los Angeles; Otis 


Allen Sharpe, San Francisco; J. R. and G. W. Walker, 
Fresno. 


MY PURPOSE is not to go into the details 

of the treatment of patients suffering from 
squint, but to cite the underlying principles upon 
which early treatment is rationally indicated. I 
shall consider only non-paralytic squint, which is not 
due to lues, cerebral hemorrhage, or any other defi- 
nite pathological entity. 

In the beginning man developed binocular vision 
through the peculiar quality of a fusion sense, which 
sense is not present in the lower animals. Even in 
man it is not developed at birth, but is gradually 
assumed during the first years of life. Especially 
during the first year of infancy does this sense gain 
a foothold, and it is gradually strengthened during 
succeeding years until when the child is 7 or 8 
years of age the sight of one eye may be lost and 
both:eyes will still move synchronously because the 
muscles have become accustomed to co-ordination 
through fusion of the images. Mothers often claim 
that their infants look “cross-eyed” now and then. 
This is because they have not yet developed the 
fusion sense sufficiently to avoid some inco-ordina- 
tion in movement of the eyes. 


FUSION SENSE DEFINED 


The impulses set up by images thrown upon the 
retina are transferred to the occipital cortex and 
there fused into one by the fusion sense, this being 
done to prevent one from seeing two objects where 
there is really one. But to fuse these images it is 
necessary that they be as nearly alike as possible, 
and to this end the eye muscles are co-ordinated to 
focus the two eyes upon the same object at the same 
time. When this is not done, double vision and 
discomfort result. Thus it is the fusion sense which 
prevents the discomfort of double vision, and this is 
accomplished by the desire for fusion of images caus- 
ing the ocular muscles to work in harmony and give 
one “straight eyes.” 

But in infancy, when the fusion sense is weak or 
immature, certain factors may hinder its complete 
development. And these factors act more power- 
fully in the case of those infants with an inherently 
weak fusion sense than in those with a strong one. 
For it seems that the fusion sense varies in indi- 
viduals just as does their resistance to infection. 

One of the factors which would cause difficulty 
in the fusion of the images of the two eyes would 
be a clear image in the one eye and a distorted image 
in the other. That is, if ane eye were highly near- 
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sighted, farsighted, or astigmatic, and the other eye 
normal, the two images would be dissimilar and 
difficult to fuse. Thus, an individual with a weak 
fusion sense would have. difficulty with double 
vision, and to rid himself of this discomfort would 
unconsciously cause the abnormal eye to cross so as 
to make its image completely different and then sup- 
press the image of the crossing eye entirely in the 
brain. Such a person would really have monocular 
vision and would be “brain blind” to the image in 
the crossing eye. As said before, this occurs as an 
unconscious act to relieve the individual of the dis- 
comfort of double vision, and is an easier alternative 
than to try to fuse the two dissimilar images. 


In a child born farsighted in both eyes there is, 
another factor working to hinder the fusion sense 
and to cause the eyes to become crossed. Normally, 
an individual, when looking at distant objects, is 
using no muscular effort in focusing, that is, the 
focusing apparatus is at rest, and there is very little 
convergence of the two eyes upon the object. But 
when such an individual looks at a close object the 
eyes must not only be focused upon it as one focuses 
a camera, but must be converged upon it as well. 
So that any impulse stimulating the ciliary muscle 
or focusing apparatus must stimulate the internal 
recti muscles to converge the eyes upon the object 
at the same time. Now if a child is very farsighted 
he must not only focus for near objects, but must 
keep up a constant stimulus to the focusing appara- 
tus to be able to see distant objects distinctly. This 
stimulus also affects the muscles of convergence and, 
unless the fusion sense is strong enough to over- 
come this tendency toward convergence, the eyes 
will turn in more than necessary, with the resulting 
formation of two dissimilar images and double 
vision. To avoid the discomfort of the double 
vision one eye will be allowed to turn far in and 
its image will be disregarded. Thus, a convergent 
strabismus will be produced, and the child. will have 
monocular vision. 


The child who is nearsighted has a similar condi- 
tion to cope with, but here the stimulus to conver- 
gence is lessened and the eye usually turns out in- 
stead of in. It does not follow that all divergent 
squints are myopic, and vice versa, but that is the 
general rule. 


As a result of the crossing of one eye and the 
disregardance of its image by the brain, we have 
one of the most serious complications of the neg- 
lected squint patient. If the eye of an infant is 
covered at birth, or if it is unconsciously thrown 
into disuse by crossing, as noted above, the visual 
acuity of that eye does not develop and it remains 
amblyopic or partially blind throughout life if the 
period of disuse is long enough continued. There- 
fore, if a child whose eyes are crossed is allowed to 
go untreated until 4, 5, or 6 years of age the vision 
of the crossing eye is permanently impaired. But if 
the child can be made to use the crossing eye as 
soon as possible after the crossing is definitely estab- 
lished, the chances for a return to normal vision of 
that eye are directly proportional to the earliness 
with which the treatment is begun. 

No child over 2 years of age is too young to wear 
glasses, and many can wear them under this age 
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if necessary. An oculist who gives as his only ex- 
cuse for not treating a case of squint that the child 
is too young for glasses indicates that he does not 
care to take the trouble for the examination of the 
child. Of course, there are some cases of squint 
where glasses are not necessary, and the oculist may 
say so after an examination, but the reason for not 


prescribing glasses should not be the age of the 
child. 


The refraction should be done under atropin and 
a careful retinoscopic examination made. If the 
child is old enough to name pictures, the subjective 
tests should be used as a check. Correction with 
glasses, where one eye is normal and the other ame- 
tropic, tends to make the images of the two eyes 
more alike and more easily fusible. In the cases of 
farsightedness they remove the extra stimulus to 
convergence, and in nearsightedness tend to increase 
this stimulus. Therefore, myopic divergent strabis- 
mus patients and hyperopic convergent strabismus 
patients are given as much correction as possible, 
while patients with myopia and convergent squint, 
and vice versa, are given only their astigmatic cor- 
rection and exercises for developing the fusion sense. 


After proper glasses have been provided, the 
crossing eye should be made to work by bandaging 
the good eye daily during waking hours for a month. 
Then both eyes are used for a few days, and the 
covering of the good eye repeated. This will not 
cause a diminution of visual acuity in the good eye, 
for when once acute vision is developed in the eye 
of a child it will not be affected by a few months’ 
occlusion of that eye, and in an adult the eye may 
be covered for years without the loss of visual 
acuity. Many adults with cataract go for ten or 
more years with the opaque lens covering an eye, 
and upon its removal are restored to practically 
normal vision. But in the infant under | or 2 years 
of age the disuse of an eye for a short length of 
time means a permanent loss of visual acuity. 
Where. the parents cannot be trusted to cover the 
good eye it may be put under the influence of atro- 
pin. This is not as good as covering it, but it makes 
the child use the crossing eye for all close work, or 
about two-thirds of the time. When the vision of 
the crossing eye no longer shows any improvement, 
or when the strabismus becomes alternating, this 
measure is discontinued. If this treatment is begun 
when the child is about 2 years of age the vision 
of the crossing eye may return to normal, but in 
older children, although it will be improved, it 
rarely comes back to normal. Even children of 6 
years of age and over show marked improvement, 
as evidenced by one child of 6 years, and whose 
vision in the crossing eye under the treatment of 
bandaging the good eye for two months improved 


from 20/240 to 20/30. 

The other item in the treatment of these patients 
is the exercise of the fusion sense. This is done by 
means of the Worth amblyoscope, which is an 
arrangement of prisms: and tubes, so adjusted as 
to allow the cross-eyed individual to see two cards 
at the same time and to try to fuse the pictures on 
the cards. For example, one card will be the picture 
of a bird and the other a cage, the object being to 
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get the child to see the bird in the cage, or to super- 
impose the images in the brain. 


Very nearly all cases of squint can be cured in 
this manner if seen early enough. But if the child is 
allowed to grow older before instituting treatment, 
the results are not nearly so good. Even if the eyes 
are straightened by operative procedure the chances 
of restoring binocular vision are much diminished 
in the older child. Under no condition is éperative 
treatment to be advised until all of the above meas- 
ures have been tried and until there has been no fur- 
ther improvement under this treatment in a period 
of three to six months. 


When operation is done it should not be tenotomy 
of the overacting muscle. If tenotomy is neces- 
sary, in addition to advancement of the underacting 
muscle, which latter operation is that of choice, it 
should be regulated by setting the tendon back a 
definite amount and suturing it to the sclera. Other- 
wise, there is the danger of a later strabismus in 
the opposite direction. But my purpose is not to go 
into the details of technical procedure. 


In conclusion, I can only repeat that, for the best 
welfare of the patient, the treatment of squint 
should begin as soon as the squint is discovered, and 
the reasons for this are based upon sound physio- 
logical principles. 


DISCUSSION 


GeorcE H. Kress, M. D. (Bradbury Building, Los An- 
geles)—What Doctor Weymann has so admirably out- 
lined as the proper procedures in treating children with 
squint cannot be overemphasized. 

The heartache of the child as it reaches the age when 
the stigma of being “cross-eyed” comes home to it, the 
distress of family and friends, and even the discomfort 
of strangers who come into contact with a pair of “cross- 
eyes,” should long before now have educated both the 
medical profession and the laity to the foundation prin- 
ciples that are involved in crossed eyes and their rational 
eradication. Not infrequently, however, even today, one 
sees patients where not only the parents, but the attend- 
ing physicians are not without blame. 


Weymann’s introduction of the subject most lucidly ex- 
plains the physiological principles involved in the de- 
velopment of “crossed eyes” and of the partial blindness 
which usually involves the eye which is off its proper 
axis. 

It is unfortunate that so many of the laity, and worse 
still, that some physicians seem to feel that the wearing 
of glasses in early childhood will “weaken” the child’s 
eyes. It cannot be too often repeated that when an eye 
begins to squint a continuation of the squinting can only 
lead to disaster to such an eye, both from the visual 
acuity and cosmetic standpoints. 


The indications for the treatment of a developing squint 
in éarly childhood are very clear. They are those that 
are outlined by Weymann in his paper. They may be 
summed up in the words, “proper glasses and proper eye 
exercises.” When these are instituted early, a very con- 
siderable amount of the visual acuity that otherwise 
might be lost in a shockingly short space of time, because 
of the discomfort incident to double vision in the child, 
may be conserved for both child and adult life. And, 
likewise, a very considerable portion of what is little 
less than heart-breaking cosmetic deformity can be pre- 
vented from developing. 


Let all of us who are physicians thoroughly appreciate 
the fact that we do a child-patient that is developing a 
squint a gross injustice if we fail to tell the parents that 
the child should be seen early by a competent oculist, so 
that the pathology and refractive errors may be deter- 
mined and the proper treatment started. In this trouble, 
as in some phases of law, “Time is part of the essence 
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of the contract.” Let us be alert to our responsibilities 
when such patients come to us, and promptly advise the 
parents of the nature and consequences of squint when 
the condition is neglected. 


Oris ALLEN SHARPE, M.D. (Flood Building, San Fran- 
cisco)—This subject has been very capably and efficiently 
discussed by Doctor Weymann. Too much cannot be said 
in regard to urging parents who have children with 
squinting eyes to have them attended to early, as in most 
cases the squinting eye very soon loses a good part of its 
vision, and in a few years will lose all the useful vision, 
which cannot be brought back except by many tedious 
hours of work on the part of the parents and discomfort 
and fretting on the part of the child. Therefore, I urge 
very strongly encouraging the parents to bring the child 
early and have a careful refraction under atropin my- 
driasis. It is little less than a crime to allow a child 
to grow up with such a deformity as “crossed eyes” when 
such a condition can be handled so very efficiently if 
taken early. 

There is much in commendation to be said about the 
work which is now being done in the school department 
of the larger cities, in examining carefully the eyes of 
all children as soon as they enter school, and furnishing 
the right correcting lenses to those needing them. 

Also a word should be said about those cases which 
should be operated. There are certain cases (the particu- 
lar kind I will not take the time to discuss here) which 
can never be corrected merely with the use of glasses. 
These eyes should be operated early. If they are not, 
the seeing power will not be developed even with the 
correct lenses. To my mind it is a worse neglect to allow 
these children to grow into adults with defective eyes 
than it is to allow the existence of some other deformity, 
such as that of a leg or arm, which might be corrected. 

Also I wish to say a few words in regard to correcting 
deviating eyes, from the purely cosmetic standpoint. 
There is a common belief among many eye surgeons that 
very amblyopic eyes cannot be successfully operated. I 
have had the opportunity of doing experimental opera- 
tions upon a great many such eyes, and find that a large 
percentage can be successfully operated. It may take sev- 
eral operations to get the desired result, but it can be 
done and should be done whenever and wherever a per- 
son’s personal appearance can be improved. 


J. R. and G. W. Wacker, M. D. (Rowell Building, 
Fresno, California)—Dr. Weymann has written an ad- 
mirable paper. If parents are shown that the crossed eye 
is not at all used—that the child is certainly losing the 
vision in one eye—they will become keenly alive to fol- 
lowing the oculist’s suggestions. Certainly, a chlid is not 
too young to wear glasses at 2 years, and no one, oculist 
or family physician, must ever be guilty of advising to 
wait for the child to grow out of it. They are growing 
blind or at least sped in that direction. Refraction under 
mydriatic, supplemented by fusion development, as Wey- 
mann suggests, straightens nearly all eyes, and not only 
straightens, but makes the child change from a one-eyed 
person to one possessed of two useful eyes, giving the 
enlarged field and other advantages and a reserve if the 
straight eye should be lost later in life from some cause. 

Siniply a beautiful surgical straightening of an eye, 
commendable though it is, does not often give a good eye 
where amblyopia previously existed. We have in mind 
a young man whose crossed eye had been nicely straight- 
ened at 23 surgically, who at 24 lost the other one from 
a wound, and who never did regain vision sufficient to 
make him able to walk the street. The time to begin 
treatment of the cases of squint, Weymann includes, is as 
soon as the case is diagnosed. 

Correctly fitted glasses do no damage to any eye at any 
age. We can only emphasize what Dr. Weymann has 
said. 


Docror WrYMANN (closing) — Doctor Kress has not 
emphasized any too strongly the embarrassment which 
these squinting children suffer through the ridicule of 
their playmates. If, as Doctor Sharpe has said, the eyes 
do not improve through the regular measures, or if the 
child is seen after the eye is markedly amblyopic, we 
should not hesitate to operate, even if the result to be 
gained is only the cosmetic one. The patient should be 
told in advance that more than one operation may 
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be necessary in order that he may not be disappointed if 
the first procedure does not correct the entire defect. But 
if we are to gain both the cosmetic effect, and what is 
most important, good binocular vision, we must get these 
patients under treatment early. This is well illustrated 
by the report of Doctor Walker’s patient. 


RADIOTHERAPY OF NON-MALIGNANT 
CONDITIONS 


By Francis Wiii1aMs,* M. D., San Francisco 


HYSICIANS, and to some extent people in 

general, are conversant with the value of radio- 
therapy in malignancy, and know something of its 
field of usefulness and the limitations of that field— 
but I find that some physicians even are scarcely 
aware of the value of radiotherapy in non-malignant 
conditions. 

During the past eight years I have applied x-ray, 
radium, quartz light, and electrotherapy to the prob- 
lems of general office practice, which has afforded 
opportunity for testing some current and published 
teachings. From such general experience one grad- 
ually comes to rely on certain agents, while reject- 
ing others. Yet, one realizes that other experienced 
workers often succeed remarkably with the agents 
we reject, and may reject some agents on which 
we rely. 

To this preface a foreword may be added, ex- 
plaining the action of short-wave radiation on the 
tissues treated. The body tissues react in at least 
three ways: 

Small Dosage—5 to 25 m. a. minutes—‘“the ion- 
izing dose,” is stimulating to the cellular elements 
concerned in repair, such as the histocytes and leuco- 
cytes; such is the useful dosage in bone tuberculosis, 
in which condition depressing effects must be care- 
fully avoided. Sampson specifies the “ionizing dose” 
to be 5 m. a. minutes, delivered with a 51-inch 
gap through 1 mm. of Al. 


Heavy Dosage—50 to 100 m. a. minutes and 
up—exerts a destructive action on massed cellular 
products of inflammation, such as leucocytes, plasma 
and giant cells, hence is efficient in aiding absorp- 
tion of infective granuloma, carbuncles, and infected 
cervical glands. 


Large Dosage also acts by affecting the lining 
endothelium of the vessels supplying the pathologic 
condition under treatment; such is the manner in 
which uterine fibroid is reduced. To the above three 
actions of radiation may be added the formation 
of fibrous tissue from reduced cells, and the sys- 
temic reaction which causes beneficial results at a 
distance from the area directly treated. 

In addition it is important to ascertain what wave 
length gives the best selective action on each group 
of pathologic conditions, and by choice of filters 
select rays of approximate homogeneity; this is the 
most difficult field of radiotherapy, if one may judge 
by the varied techniques found in current medical 
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literature. Views upon equivalence of filter mate- 
rial in comparing Al and Cu vary from a ratio of 
4:1 up to 20:1, the differences apparently resting 
on the effects studied. The best filtered x-rays lack 
the homogeneity of the gamma rays of radium. The 
researches of Kroenig and Friedrich deal with the 
response of frog larvae to many types of radiation, 
and indicate that in fields of equal intensity of ray 
the biologic action is more intense as the wave 
shortens, e. g., if three fields are rayed, one with 
unfiltered x-rays, one with rays through 1 mm. of 
Cu, one with gamma rays, each field showing equal 
ray intensity, as measured by the iontoquantimeter, 
the gamma ray field shows the greatest intensity of 
biologic reaction, showing more injured larvae. 

In practical radiotherapy an economic problem 
presents itself. In raying superficial conditions light 
filtration through filters varying from a cardboard, 
14 to 1 mm. Al, up to and not exceeding 4 mm. 
Cu, and voltages around 100,000 K. V. can be used, 
the necessary dose is quickly reached, and fairly effi- 
cient treatment kept in the reach of patients whose 
means are moderate. When my present high voltage 
apparatus was installed, one 1% mm. Cu filter was 
soldered in as a safeguard, but I finally removed it, 
and now suit filter to condition treated as we all 
formerly did. The filters when not in place always 
lie on the control cabinet so they may never be 
forgotten. 

The x-ray is a distinct aid in many benign skin 
conditions, such as acne, the various eczemas, psori- 
asis, ringworm, warts, callus, lupus, prurigo, and 
cancer-promoting conditions. 

I believe radiotherapy, local surgery, care of the 
skin, and general tonic treatment are of about equal 
value in the treatment of acne. The x-ray, with fil- 
tration of 1 mm. Al or 4% mm. Cu and voltage 
of 100,000 K. V., has given me fair results. Quartz 
light, in moderate dosage, seems to me to intensify 
acne, and intense dosage annoys the patient and at- 
tracts unpleasant notice. This point often leads one 
to choose x-ray in preference to quartz light. Among 
tonic agents the new endocrine agents, orchitic and 
ovarian, seem to promise something, especially in 
patients just above puberty, who tend to relapse, 
or retain a few lesions. Generally, the x-ray dosage 
must be pushed close to the erythema point suff- 
cient to exert an atrophic effect on the gland epi- 
thelium, but care should be observed in obstinate 
cases to avoid telangiectasis, hence the necessity of 
employing all measures that will complete the cure 
early. 


The eczemas require small, broken doses for sub- 
acute conditions, e. g., 25 m. a. minutes through 
1 mm. Al, and 100,000 K. V. The chronic dry 
eczemas require larger dosage, 50 to 75 m. a. min- 
utes as above described once a week, and keratotic, 
senile conditions require close to the erythema dose, 
100 to 125 m. a. minutes, or if 1% mm. Cu is pre- 
ferred the time may reach double the above. Favor- 
able result is nearly certain without other treatment. 

The lesions of psoriasis, as is well known, usually 
yield readily to radiotherapy, both x-ray and quartz 
light, but tend to recur, generally as smaller and 
smaller lesions. As this may go on for years, the 
danger of telangiectasia must be kept in mind in 
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relation to the x-ray, which usually clears the lesions 
more thoroughly with less tanning, but the quartz 
light is a safeguard and a great aid in protracted 
cases, and where large areas are involved. I think 
x-rays should be given through 1 mm. Al. or 4 
mm. Cu, using one-third to one-half erythema dose, 
repeating in one week, and resting till the lesions 
recur. 


Ringworm, multiple warts or papillomata, callus, 
lupus, and cancer-promoting conditions usually yield 
to a slightly suberythema dose, moderate filtration, 
and 100,000 K. V. Single small lesions are com- 
fortably and economically treated with full strength 
radium plaque, 14 mm. brass and layer of unvul- 
canized rubber, kept in place with adhesive over 
night, eight to fourteen hours, equaling 40 to 70 
mg. hours, according to distance from base of lesion. 
Small warts and moles can be dealt with quickly 
and economically by fulguration. 


Callus of the plantar surfaces is successfully 
treated with x-ray or radium, practically without 
filtration, as the thick skin acts as a filter. A slightly 
suberythema dose is desirable, or broken dosage may 
be used to avoid reaction in patients that must 
remain on their feet. The radium may be worn eight 
to sixteen hours, preferably while asleep. 


Lupus of either variety requires full dosage to 
mild erythema, and some question its value in lupus 
erythematasis. If a residue remains or tends to recur 
after four to six weeks, it must be treated energeti- 
cally again. Lupus vulgaris is treacherous and prone 
to recur if treatment has been insufficient. 

Cancer-like lesions should have filtered radium, 
¥%4 mm. brass and rubber, supplemented by x-ray 
over a wider area, including its drainage field, and 
both treatments should be thorough, for right here 
lies our chief hope of lessening cancer, as the prob- 
lem stands today. This requires popular education, 
and earnest effort on the part of the medical 
profession to correct abnormalities as early as pos- 
sible. In the case of pigmented fibrous papillomata, 
after raying, they may be desiccated by fulguration, 
causing them to come away as a scab, leaving a 
negligible scar. Prurigo, perineal and vulval itch- 
ing, if of the moist type, yield well to the x-ray, 
but if the skin is dry and atrophic, quartz light and 
thyroid therapy will probably give better results. 
Hyperidrosis is much improved or abolished by thor- 
ough raying of the axillae, soles of feet, or other 
affected areas. 

The coarser angiomata are best treated with well- 
filtered x-ray or radium carried to the point of caus- 
ing the vascular endothelium to react sharply, a mild 
erythema dose for the surface. The finer types, 
known as “port-wine” marks, especially in youth, is 
much improved by quartz light applied with com- 
pression, 15 to 30 minutes. This causes vesication 
and scabbing, and requires two weeks for recovery, 
and may be repeated safely if the patient’s co-opera- 
tion can be secured. The procedure is safe, and I 
believe superior to x-ray in the very fine type. 

Keloids and hypertrophic scars require high 
voltage and filtration. Radium is really prefer- 
able for small areas, and the treatment must be 
thorough, to mild reaction. In scars from exten- 
sive burn and injury the x-ray relieves sensitive- 
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ness and increases the patient’s comfort, and a rea- 
sonable degree of reduction is often secured. 


Carbuncle is benefited by moderate filtration and 
voltage. It has seemed to me that rather full 
dosage, 50-100 m.a. minutes, 100,000 K. V. is best. 
The benefit to furunculosis is less apparent, but pos- 
sibly because we do not use full dosage. 

Lymphoid tissue, as in lymphadenitis, enlarged 
tonsil, or in early Hodgkin’s disease states, is sus- 
ceptible to short wave therapy. 

The response of mixed infection or tubercular 
adenitis is pleasing. If suppuration is pending it is 
hastened, and a small surgical vent gives recovery 
with minimum scar formation. But long standing 
cases with much fibrous and avascular tissue may 
be better dealt with by surgical removal. Large 
tonsils often atrophy in surprising fashion if the 
tissue is- lymphoid and vascular, but prognosis must 
be guarded, especially in the small rough fibrotic 
type. Surgical removal should not be discouraged 
in any case ordinarily, but where surgery is feared, 
or contra-indicated radiotherapy i is a resource, pos- 
sibly quite satisfactory in one-third, fairly so in 
another one-third, and useless in the remaining one- 
third of our cases. 

Hyperactive and adenomatous thyroids are a suit- 
able field for radiotherapy, as has been ably pre- 
sented to this body by W. I. Terry. As a guide in 
this work basal metabolism should be checked from 
time to time; for this purpose we use the smaller 
Sanborn apparatus, and make the tests in the office. 
The patient comes in the early morning without 
breakfast or marked exertion, and after a half-hour’s 
rest reclining, the tests can be run in another half 
hour. If the metabolism is plus x-ray treatment is 
indicated, with caution as broken dosage, using 140- 
160,000 K. V. % mm. Cu. and 1 mm. Al, 150 
m. a. minutes every five days for four doses, then 
rest and check up in two to three weeks by metabo- 
lism test. The above technique is merely a sugges- 
tion, to be varied as experience or the type of pa- 
tient requires. The rapid abatement of nerve symp- 
toms is often grateful to both physician and patient. 

Enlarged or persistent thymus, the type causing 
juvenile asthma and bad operative risk, is very re- 
sponsive to rather light dosage of x-ray, the volt- 
age and filtration is medium, dosage 50-75 m. a. m. 
at weekly intervals until relief is positive. 

Uterine fibroid, if it has a good vascular supply, 
can be reduced satisfactorily. I have treated such 
tumors reaching half way to the umbilicus, and of 
late larger ones reaching to the umbilicus have been 
reported. The high voltage ray is efficient; usually 
2 fields, rt. and 1. lower quadrant suffices, through 
a port 3 to 4 inches in diameter, 150 m. a. 
minutes, can be delivered every five days for four 
treatments using 160-180,000 K. V. full filtration, 
then rest until the next intermenstrual period and 
gauge further dosage by size of tumor and amount 
of last menstruation, warning the patient that meno- 
pause may be induced for a time, or possibly per- 
manently, according to age of patient. If children 
are desired great care must be observed to localize 
the ray through a small part placed centrally, and 
remember that secondary radiation will deliver a 
15 to 25 per cent dose to the ovary outside the 
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direct field. I have not observed much discomfort 
attending this treatment, even the menopause induced 
appears to be peculiarly free from disagreeable 
symptoms. If treatment sets up pain, suspect a 
wrong diagnosis; pus tubes, and ovarian cysts are 
not suited to radiotherapy. 

Uterine flooding, and metrorrhagia, if associated 
with subinvolution, or the fibroid type of uterus, is 
controlled permanently by adding x-ray to the other 
therapeutic measures, and shows at its best by 
promptly controlling the cases unrelieved by curet- 
tage. 

Prostatic enlargement in selected cases responds 
to radiotherapy. Recent inflammatory deposits, and 
cancer inviting conditions probably are the best in- 
dications, and high voltage, full filtration and 
dosage are necessary. 


Certain adverse effects of radiotherapy are to be 
avoided, or dealt with when unavoidable. These 
include dryness of the mouth, pharynx and larynx in 
treating face and cervical conditions, and this will 
often include altered taste. Dry bronchial cough 
will result when intensive radiation reaches the 
lungs. Lessened gastric secretion, nausea, and radi- 
ation sickness result when the rays include the upper 
abdomen. When large skin areas are treated, par- 
ticularly on patients previously sensitized by x-ray, 
an unpleasant attack of radiation sickness may oc- 
cur. The careful operator avoids these consequences 
when possible, and when unavoidable warns the pa- 
tient without causing alarm. 


It is urged that radiotherapy be given a place 
with other therapeutic measures in treating non- 
malignant conditions to which it is suited. It will 
often justify fully its selection by hastening and 
rendering more permanent the cure, which is the end 
we all seek. 


GASTRIC AND DUODENAL ULCER 
By James A. Mattison,* M.D. 


(From the National Soldiers’ Home Hospital, 
Los Angeles) 


Not infrequently, patients suffering from abdominal 
symptoms have been told that they were suffering from 
gastric or duodenal ulcer, where subsequent careful ex- 
aminations show that a mistake in diagnosis had been 
made for tabes dorsalis, cirrhosis of the liver, chronic 
appendicitis, Banti’s disease, tuberculosis of the intestine, 
or ptosis of the kidney. 

It is believed that too little consideration has been given 
to pre-operative and post-operative treatment. In pre- 
operative treatment, the possible etiological factors have 
been lost sight of too frequently. It is felt that we cannot 
emphasize too strongly the importance of an exhaustive 
search for foci of infection in the body, such as diseased 
tonsils, abscessed teeth, infected sinuses. 

Discussion by Charles S. James, Los Angeles; C. P. 
Thomas, Los Angeles; Carl L. Hoag, San Francisco. 


EPTIC ULCER is one of the most frequent 
benign lesions of the upper gastro-intestinal 
tract. It is of almost equal interest to the surgeon, 
the physician, the pathologist, and the physiologist. 





*James A. Mattison (Soldiers’ Home, Sawtelle, Califor- 
nia), M. D. University of Michigan, F. A. C. S. Practice 
limited to surgery. Hospital connections: Veterans’ Hos- 

ital, Soldiers’ Home. Appointments: Chief surgeon, 


eterans’ Hospital, Sawtelle; Colonel M. O. R. C. Publica- 
tions: Several articles in standard medical journals. 
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It was not until after 1893 that great progress was 
made by the pioneers in the surgical treatment of 
this condition. 


The etiological factors concerned in the develop- 
ment of peptic ulcers are still more or less muted 
points. It is generally conceded, however, that an 
infection which has originated within the body is 
the prime factor to which is added the lowering 
of the local resistance to the action of the digestive 
fluids by means of some chemical or mechanical 
action. 

The duodenal type of ulcer is characterized by a 
fairly regular group of symptoms, such as a dis- 
comfort, ‘varying all the way from an unpleasant 
sensation, to a gnawing pain in the epigastrium, ap- 
pearing from a half to three or four hours after 
meals, associated with gas and sour stomach. A part 
or all of the symptoms continue until the next meal 
or until food, liquid, or alkali is taken into the 
stomach. Food relief, alkali relief, periodicity of at- 
tacks, a history of long-standing stomach trouble, 
and night pains, are quite characteristic of this type 
of ulcer. 

Vomiting is fairly rare in duodenal ulcer, like- 
wise hematemesis and tarry stools. Physical exami- 
nation in all patients reveals a greater or less degree 
of tenderness in the region of the right costal margin 
and extending along the descending portion of the 
duodenum. 

The group of symptoms are repeated with marked 
uniformity each day for weeks or months, followed 
by a cessation of symptoms, during which time there 
is complete or almost complete absence of evidence 
of the disease. These cycles of attacks and intermis- 
sion may continue for years. There is, however, 
usually a gradual increase in the severity with suc- 
ceeding attacks, and sooner or later adhesions and 
other complications develop which alter motility and 
functions and thereby exaggerate the symptoms and 
modify the characteristic periodicity. 

Gastric analysis should be made as a routine meas- 
ure, but the findings vary so greatly that no defi- 
nite conclusions can be arrived at from these find- 
ings alone. The finding of occult blood serves as 
confirmatory evidence. Radiological examination, in 
the hands of a skilled roentgenologist, who follows 
jthe routine of careful fluoroscopic examinations sup- 
plemented by a large series of plates, is an exceed- 
ingly important aid in diagnosis. Of greatest impor- 
tance in the diagnosis, however, is the history of the 
case. Its frequency (four times as frequent as gas- 
tric ulcer), its latency, delayed pain after meals, and 
prompt relief following the intake of food, liquids 
or alkalis, are all important diagnostic points in duo- 
denal ulcer. In making a differential diagnosis the 
two conditions which are most frequently confused 
with duodenal and gastric ulcers are chronic appen- 
dicitis and disease of the gall-bladder. Here again, 
an accurate history, including frequency and latency 
of attacks, relation of pain to meals, food and alkali 
relief, the type of digestive disturbance after the 
intake of certain articles of diet, and the radiologi- 
cal findings, will be of prime diagnostic importance. 

Gastric Ulcer—Is also characterized by periodic- 
ity of attacks and definitely localized pain in the 
epigastrium after meals. The preponderance of gas- 
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tric ulcer in males is three to one. There is a 
marked regularity in the time of onset of pain in 
a given patient. One-half to two hours usually 
lapses between the intake of food and the pain. As 
long as no adhesions have formed or no other com- 
plications have developed, relief of pain from the 
intake of food or alkalis is fairly constant, espe- 
cially where the food is carefully selected and not 
taken in large quantities. The patient describes the 
pain as dull or gnawing in character, located in the 
epigastrium in the midline, or a little to the left of 
the midline, and often extending through to the 
back. In gastric ulcer the pain which comes on after 
meals gradually subsides before the next meal. In 
duodenal ulcer the pain continues until relieved by 
food, liquid or alkali. 


Vomiting in gastric ulcer is not a frequent symp- 
tom. Hematemesis occurs in about 20 per cent of 
the cases. It must be remembered, however, that 
hematemesis may result from a number of other 
causes, such as enlargement of the spleen, in Banti’s 
disease, cirrhosis of the liver, from dilated veins in 
the esophagus or in the stomach, and from certain 
toxic conditions resulting from disease of the gall- 
bladder, appendicitis, and pancreas. Pain and dis- 
comfort in gastric ulcer comes on earlier after meals 
than in duodenal ulcer; does not continue~so con- 
stantly until the next meal; may let up for a time 
to begin again before the following meal. Fear of 
food pain is more often noted in gastric ulcer. 
Radiological findings are of great corroborative 
value in supplementing the history and other diag- 
nostic findings. An x-ray diagnosis is possible in 95 
per cent of the patients. Gastric ulcer and duo- 
denal ulcer call for both careful fluoroscopic study 
and a large series of plates, in order to be of greatest 
value. A careful study of the gastric contents should 
be made in every instance, even though the findings 
vary greatly. Deductions must be. made from the 
study of each individual patient. 


In arriving at a differential diagnosis, gastric neu- 
rosis must be borne in mind. In the latter condition 
the gastric attacks are more or less independent of 


the diet. In gastric neurosis there is a noticeable 
irregularity of intervals between attacks, and cer- 
tain definite nervous manifestations are usually ap- 
parent. In gastric, as in duodenal ulcer, symptoms 
arising from extra gastric diseases must be kept in 
mind. Diseases of the gall- bladder, appendix and 
pancreas frequently give rise to a hypermotility, gas- 
tric spasm and pyloric spasm, which produce symp- 
toms closely simulating those of peptic ulcer. 

Not infrequently, patients suffering from abdomi- 
nal symptoms have been told that they were suf- 
fering from gastric or duodenal ulcer, where sub- 
sequent careful examinations show that a mistake 
in diagnosis had been made for tabes dorsalis, cir- 
rhosis of the liver, chronic appendicitis, Banti’s dis- 
ease, tuberculosis of the intestine, or ptosis of the 
kidney. 

Treatment of chronic peptic ulcer, where repeated 
and prolonged medical treatment has failed, is defi- 
nitely surgical. The subject of surgical treatment 
of peptic ulcer is one which has received more ma- 
ture thought than that of any other upper abdomi- 
nal disease. There have been those who have advo- 
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cated excision of the ulcer alone. Others who have 
advocated gastro-enterostomy alone; and still others 
who have contended that a combination of excision 
and gastro-enterostomy was the sane and most logi- 
cal treatment. At the present time the pendulum 
has swung further toward the radical treatment, in- 
cluding radical resection, followed by an anastomosis 
of the Polya or Polya-Balfour type. The radical 
treatment has been particularly widely advocated 
and practiced on the continent and in Great Britain. 
The very radical treatment, however, has not met 
with the same approval in this country, and has not 
been so widely used. It is universally conceded that 
gastric or duodenal ulcer requiring surgical treat- 
ment should be excised, where practicable, and in 
the great majority of cases followed by a posterior 
gastro-enterostomy. The removal of the ulcer-bear- 
ing area in gastric ulcer is particularly indicated, 
especially in the face of the fact that carcinoma is 
prone to develop in the base or edge of such lesions. 


It is believed that too little consideration has been 
given to pre-operative and post-operative treatment. 
In pre-operative treatment the possible etiological 
factors have been lost sight of too frequently. It 
is felt that we cannot emphasize too strongly the 
importance of an exhaustive search for foci of in- 
fection in the body, such as diseased tonsils, ab- 
scessed teeth, infected sinuses. In the past too little 
attention has been paid to post-operative dietary or 
therapeutic management. In every instance where 
operative treatment has been carried out, an intelli- 
gent regime of diet should follow, and the patient’s 
habits carefully regulated. In other words, the 
patient becames a medical case immediately follow- 
ing surgical treatment. 


Balfour summarizes the most important causes of 
disappointing results from operations, as follows: 
(1) a young patient; (2) a short and a typical his- 
tory; (3) the constitutional inferiority type of in- 
dividual; (4) a small ulcer without obstructive 
symptoms; (5) development of pathologic condi- 
tions, extrinsic to the stomach, giving rise to reflex 
gastric symptoms; (6) bad habits of living; and (7) 
unremoved foci of infection. 

Imperfect results may also depend on errors of 
judgment or technique in connection with the opera- 
tion itself. For example, failure to remove the ulcer 
when removal is indicated; too short loop to the 
meso colon; too small an opening or one not prop- 
erly placed; failure to close the meso colon snugly 
around the stomach at a sufficient distance from the 
gastro-enterostomy ; twists in the anastomotic loop; 
and unnecessary trauma during operation. 


DISCUSSION 


Cuartes S. JAMEs, M. D. (2007 Wilshire Boulevard, 
Los Angeles)—It was my good fortune last November to 
be present at the meeting of the Santa Monica branch of 
the Los Angeles County Medical Society and to hear 
Colonel Mattison present the subject of “‘Gastric and 
Duodenal Ulcer.” This discussion was so comprehen- 
sively and accurately in accord with the consensus of 
modern opinion that there is but little to be added to or 
taken from it. 


Until the etiology of gastric ulcer is more definitely 
and exhaustively known, our views referable to the treat- 
ment and management of this lesion will continue to rest 
largely upon clinical observation; therefore, this concise 
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review as presented by Colonel Mattison, with his broad 
clinical experience, is of particular timely value. 


In my opinion, the surgeon too ofttimes minimizes the 
value of the physician’s services in the treatment of 
gastric ulcer. Every case of gastric ulcer should be indi- 
vidualized and in general viewed primarily as a medi- 
cal case, with the possibility of there having developed 
or developing a surgical phase. After the surgical indi- 
cation has been met, the case should again be viewed as 
a medical one, and instead of being discharged in a short 
period of time as cured, should continue under compe- 
tent medical observation, not-for a few weeks or a few 
months, but for an extended, indefinite period of time. 


We must realize that probably none of the present-day 
gastric operative procedures corrects the underlying etio- 
logical factor, or factors, as the case may be. 


I am heartily in accord with the essayist’s view refer- 
able to the pre-operative, operative, and post-operative 
periods of management, but I think the importance of the 
post-operative treatment, management, and observation 
by the physician should be more especially stressed. 


C. P. Tuomas, M. D. (Consolidated Building, Los An- 
geles)—His most excellent paper on gastric and duodenal 
ulcer is one of the best I have ever read on this sub- 
ject, and is so complete it leaves but very little to be said 
in the way of discussion. 


I think it is well to take into consideration the condi- 
tion of the teeth and tonsils, also pyloric spasm due to 
chronic appendicitis or gall-bladder, as causative factors. 
Duodenal ulcer pain comes on from one and a half to 
four hours after food intake, and is generally relieved by 
milk, alkalis or additional food, while gastric ulcer pain 
usually comes on immediately after eating and is relieved 
by vomiting. Gastric analysis, as a means of diagnosis, 
has usually been disappointing to me. The x-ray some- 
times is of diagnostic assistance, but also often very dis- 
appointing. 

The doctor wisely says that cirrhosis of the liver, 
chronic appendicitis, gall-bladder disease, etc., are often 
mistaken for ulcer, and I would add that ulcer of the 
stomach or duodenum is even more often called gastritis, 
gastralgia, or neuralgia of the stomach. 


Medical treatment of ulcer of the stomach or duo- 
denum should be thoroughly tried when the pain is bear- 
able, the ulcer not actually bleeding or when its healing 
has caused stenosis, but when either of those conditions 
are present the best results will be obtained from prop- 
erly executed surgery. 

Radical removal of non-malignant ulcer, in the hands 
of our very best surgeons, is still a dangerous procedure 
and certainly not one to be generally advised. The cau- 
tery treatment, when the ulcer can be approached, is safer, 
just as efficient, and is a better means of preventing 
malignancy. 

Gastro-enterostomy is still a pretty definitely mechani- 
cal problem, but when it is correctly done is still the 
safest and best treatment and about the only one when 
the ulcer has been sufficiently near the pylorus to disturb 
its proper function. I am quite convinced that those sur- 
geons who are severe in their criticism of this operation 
are so because of their inability to do it properly. 


Cart Hoac, M.D. (177 Post Street, San Francisco)— 
This concise and well-thought-out paper leaves little to 
be added. 

I agree with the author that the history and the labora- 
tory and the screen findings give us the most important 
factors in establishing a diagnosis. Little is learned by 
the analysis of the contents of the stomach; in fact, so 
little that it is hardly advisable to subject the patient 
to this ordeal, except in selected cases. The x-ray gives 
us the information we wish with much less discomfort. 

Medical treatment, which usually comprises some form 
of Sippy diet, is, in itself, an important diagnostic meas- 
ure, for those patients who are not relieved usually are 
found later to have some complicating lesion or else no 
ulcer at all. 

Just as we must individualize our patients in recom- 
mending an operation, so it is essential to choose the 
proper operative procedure when the abdomen is open. 

Gastro-enterostomy gives excellent results where ob- 
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struction is present, and it does it with a lower mortality 
rate than with any other type of operation which could 
be employed. Unfortunately, it alone does not cure large, 
acute, bleeding ulcers. The simplest method of destroy- 
ing an ulcer is with the Balfour cautery. This is a less 
formidable operation and gives less distortion than ex- 
cision. I think that this procedure still has a well-earned 
place in our surgery of the stomach and duodenum, in 
spite of the recent tendency toward excision with some 
type of pyloroplasty. The advantage of the latter proce- 
dure lies chiefly in retaining the normal movements of 
the stomach contents through the duodenum where they 
are modified before coming in contact with the jejenum. 
It enables us also to explore the inner surface of the 
duodenum. 


My own experience leads me to favor the Finney 
operation, because it results in a better reconstruction 
and it gives a better function than any other type of 
pyloroplasty. 

I am in accord with the author’s views, that the Bill- 
roth and Mayo-Polya operations should only be done in 
carefully selected cases, usually as a secondary proce- 
dure, because of the increased mortality rate even in the 
hands of the best surgeons. 


I am glad that the author emphasizes the post-opera- 
tive car, for however excellent the operative treatment, 
all of these patients have a damaged gastro-intestinal 
mechanism, and they should be supervised for a long 
period of time. 


Doctor Mattison (closing)—The question of whether 
or not an excision of either a gastric or duodenal ulcer 
is advisable can only be determined after the abdomen 
is opened and the conditions present determined. It fre- 
quently happens that there is a definite indication for 
the excision where it is impossible to excise the ulcer 
because of complications which have arisen, such as dense 
adhesions to the pancreas, where an attempt at excision 
of the ulcer would unnecessarily increase the risk to life 
out of proportion to the benefits derived. 


Clinical results following gastro-enterostomy, especially 
in the case of duodenal ulcer, have been so universally 
satisfactory that it is not believed that a radical excision 
of the pyloric end of the stomach is justified as a rou- 
tine, especially in the face of the fact that the more con- 
servative operation, posterior gastro-enterostomy, has 
given very satisfactory results in approximately 90 per 
cent of all cases. Clinical experience has also shown that 
there is a recurrence of the ulcer, usually in the form 
of a gastro-jejunal ulcer, requiring subsequent surgical 
treatment in approximately 2 per cent of all cases of 
gastro-enterostomy. In such cases, however, the indica- 
tion, generally, is to cut off the gastro-enterostomy, do 
a resection of the pyloric end of the stomach, which in- 
cludes the acid-bearing cells of the stomach, and do an 
end-to-side gastro-enterostomy. 


In cases of crater ulcer, in the lesser curvature of the 
stomach, gastro-enterostomy has been very unsatisfactory, 
and clinical experience has shown that it is in this type 
of gastric ulcer that the radical operation of resection 
of the pyloric end of the stomach is more frequently 
indicated. 


What is meant by adult-infantalism? The condition 
and conduct of an individual who, having reached ma- 
turity of physical development, remains infantile in his 
responses to the demands and obligations of life. One 
may be infantile on the physical, the intellectual, or on 
the affective side, but the term ordinarily is limited to lack 
of development in the field of the emotions.—Joseph 
Collins (Harper’s). 


To a friend just married, Abraham Lincoln wrote: 
“My old father used to have a saying that if you make a 
bad bargain, hug it all the tighter; and it occurs to me 
that if the bargain you have just closed can possibly be 
called a bad one, it is certainly the most pleasant one for 
applying that maxim to which my fancy can by any 
effort picture.” 
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SIGNIFICANCE OF GROWTH DEVIATIONS 
IN CHILDREN 
By C. L. Lowman,* M. D., Los Angeles 


It is important to recognize that certain faults in chil- 
dren of a certain type may lead to certain disturbances 
of function and pathological changes at a later date. 

It is only by projecting our minds ahead twenty years 
or so to the decade when the body mechanism meets the 
crisis of life that we can fully appreciate that simple 
pornated ankle and imperfectly forming arch of the child 
may result in fatigue, cramps and sciatic neuritis of a 
later period. 


Let us look well into the future, then, when we address 
our efforts to the care of skeletal faults in children. 


Discussion by Guy L. Bliss, Long Beach; Clifford Sweet, 
Oakland; Robert Ewart Ramsay, Pasadena. 


T° appreciate the true significance of growth 
divergencies in children it is quite essential to 
have in mind two things, namely: First, whether any 
given deviation is due to actual pathological causes, 
or is a pure growth fault with associated functional 
disorder; and secondly, the factors related to the 
type of individual and the correlative tendencies and 
characteristics involved. 


In order to accomplish victories similar to those 
over diphtheria and scarlet fever in the line of im- 
proving a child’s future physical possibilities, one 
must approach the matter as much as possible from 
an anthropological viewpoint, rather than a patho- 
logical. Physicians are trained so much to observe 
the unusual in their study of the human body that 
they are not sufficiently familiar with the physio- 
logical differences and peculiarities of the several 
different types of the ordinary average individuals 
whose disturbances of health rarely lead them to 
require a physician’s attention. 

It is important to recognize that certain faults in 
children of a certain type may lead to certain dis- 
turbances of function and pathological changes at a 
later date. For instance, a certain type of fat child 
with knock-knees, lordosis and flat-feet is so definitely 
classified anthropologically that the child’s future 
life will, very probably, be influenced by certain 
prominent endocrine disturbances and definite 
mental and physical characteristics. 


So true is this that the physician can predict with 
reasonable certainty what general diseases and dis- 
turbances of metabolism are likely to take place and 
with this knowledge he can take appropriate steps 
toward prevention. . 


The physician sees a stream of patients with 
arthritic, neuritic, bursitic and myositic symptoms 
related very definitely to faults in skeletal alignment 
and the incident physical overload of the muscular 
and neural systems. Round shoulders, spinal kyphosis, 
flat chest and relaxed abdomen, picture to us at once, 
not only a neuro-muscular overload, but the slackened 
diaphragm, narrowed chest depth and visceroptosis, 
incident to them, and point as well to organic in- 
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efficiency and inferiority, which ought to constitute 
clinical entity. When we learn to appreciate the fact 
that foot and leg strain. may be evidenced only by 
nervousness‘and fatigue, or backache, or that upper 
back pain, shoulder girdle neuritis and muscle ten- 
sion may mean chiefly eye strain, then we can begin 
to appreciate what the term “postural strain” 
connotes. 


It is my purpose in this paper to point out some 
of the facts which show that the recognition and 
correction of static faults in early childhood is one 
of the finest applications of preventive medicine and 
surgery. 

The classification of body types and a recognition 
of characteristic postural deviations of each type is 
of basic importance. The commonest faults, and the 
ones most frequently overlooked, are the most im- 
portant from a standpoint of the future organic 
health of the individual. Deviations in the anterior 
posterior plane, such as the usual fatigue slump, are 
of more vital significance than some severe grades of 
lateral asymmetry. Round shoulders, kyphosis and 
lordosis, flat chest, lowered abdomen, anterior tilt of 
the pelvis, and forward position of head constitute 
the first group. 

Because of the energy loss from neuro-muscular 
fatigue, faulty skeletal alignment of legs and feet, 
makes up another group of faults next in importance 
and in fact practically always existing in some form 
with the above mentioned trunk deviations. Knock- 
knee, bowlegs, back-knee and rotations with pronated 
ankles and various degrees of arch depression con- 
stitute this group. 

When any of these conditions are present in a 
small child, one is prone to minimize the importance 
of their consideration, because they are not usually 
accompanied by definite pathology or symptoms. 

It is only by projecting our minds ahead twenty 
years or so to the decade when the body mechanism 
meets the crisis of life that we can fully appreciate 
that simple pronated ankle and imperfectly forming 
arch of the child may result in fatigue, cramps and 
sciatic neuritis of a later period. Consequently, we 
must visualize in the shoulder girdle and neck region 
potential cervico-dorsal neuritis, subscapular or sub- 
acromial bursitis, myositis and eye strain (as we 
recognize it in relation to concentrated hand and eye 
work) occurring possibly from drooped and rounded 
shoulders, cervico-dorsal kyphosis or flexed scapulae 
ih the adult. 

The spinal relaxation with droop shoulder and 
round back will mean sagging of cervical fascia and 
relaxation of diaphragm with its decreased pumping 
capacity, lessening oxygen intake and venous return. 
Alteration of thoracic shape means decreased venti- 
lation and further cardio-vascular embarrassment. 

The incident visceroptosis may mean future right- 
sided congestion, colitis, constipation, gall-bladder 
and appendix trouble and general intestinal stasis, 
which ultimately becomes the focal point of toxin 
distribution. 

In viewing the lordotic, hollow back child with 
tilted pelvis, one should have visions of sacro-lumbar 
and sacro-iliac disturbances, resulting in so-called 
“sciatica,” and the incident disability, disorders of 
pelvic viscera, and disturbances in child-bearing. 
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The dysfunctions of foot and leg structure ought 
to be read in terms of arthritis, neuritis and vaso 
motor conditions, of miid-adult life, with their 
sequelae of pain and disability so common in a very 


high percentage of individuals between thirty and 
fifty. 


The long, flat chest with marked Harrison’s 
sulcus must be appreciated in terms of lowered 
metabolism and future possibility of pulmonary in- 
fections prone to occur in certain types, when these 


potential postural faults affect the respiratory 
function. 


The early appearance of abdominal and iliac fat 
pads with hollow back, knock-knees and flat-feet 
should make us alert to detect the early endocrine 
dysfunctions which announces faulty calcium meta- 
bolism and imperfect oxidation which later end 


result might be coxa vara, obesity or low back 
difficulties. 


Considering the fact that fully 80 per cent of 
adult patients presenting foot and leg symptoms 
have some fault in leg alignment, we can readily see 
why it is important to at least stop telling mothers 
that children “will outgrow” these defects, because 
only under careful treatment, or exceptionally 
favorable conditions, will such a thing occur. Let 
us look well into the future, then, when we address 
our efforts to the care of skeletal faults in children. 


DISCUSSION 


Guy L. Buss, M. D., (1209 Pine Avenue, Long Beach) 
—Originally medical science dealt almost exclusively with 
the relief of disease. The study of pathology was one of 
the chief requirements in a medical school. At the present 
time medicine has developed within its fold a new depart- 
ment called prophylactic or preventive medicine, which 
has proved to be a child that has outstripped its parent. 
This is especially well illustrated in the departments of 
pediatrics and orthopedics. 


Pathology is one of our major studies in medical schools 
and rightly so. We believe that the time has come when a 
study from the anthropological viewpoint is of equal 
importance. Ontogeny repeats phylogeny. History reveals 
that our common ancestors traveled about on four legs 
instead of in the upright position. In the gradual evolu- 
tion of primates in which there was a change from the 
prone to the upright position, it seems to have been 
possible for faults to appear in the growth development. 

With medicine developed to the fine degree that it 
enjoys, we are preserving the lives, not only of the fit 
but of the unfit, and permitting them to reproduce their 
own kind. Is it not possible that this both increases and 
exaggerates faulty development, the end result of which 
may be pathological conditions? 

Physicians should know more about orthopedics. Our 
education should include not simply the mal-development 
found in babies and young children, but they should 
include orthopedics as found in adults. This will impress 
upon us that many of the pathological conditions with 
which adults are suffering are due directly to faulty 
development in infancy and childhood. 

How easy it has been for us in the past to allay the 
anxiety of the mother by patting her on the shoulder and 
assuring her that her baby’s extremely bowed legs are 
normal. That the flat-feet will be outgrown. That the 
narrow chest and stooped shoulders will take care of 
themselves. After reading this discourse of Lowman’s, I 
am sure that many of us are being chided by an outraged 
conscience. Lowman has mentioned briefly the “various 
classes showing a faulty development. One thing that has 
aroused my curiosity is the frequency with which we 
find an assembly of several of these mal-developments in 
the same child. We wonder if there is nota bad inherit- 
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ance in that family which brings about so much mal- 
development in one child. Frequently we see in a child 
16 years of age a marked fatigue slump, round shoulders, 
lordosis, flat chest, marked visceroptosis, tilting of the 
pelvis, extreme knock-knees and flat-feet. Such a picture 
constitutes one of the most pitiable debacles of childhood. 
When such a child reaches the age in which it encounters 
the stress of commercial anxiety it is sure to crack under 
the strain. 


Lowman has given a sane, sensible, scientific presenta- 
tion’ of a subject of paramount importance to all physi- 
cians. His message should be brought to the attention of 
the medical profession as a whole, in order that it may 
be more alert to sense present and remedy the potential 
difficulties inherent in the mal-development of childhood. 


CLIFFORD SWEET, M.D. (242 Moss Avenue, Oakland)— 
Doctor Lowman does well to call our attention again to 
the importance of correcting defective posture during the 
active growth period of life. During this period, growth 
is a most efficient ally, since “growth always follows the 
direction of use.” 


Freely admitting that most postural defects are funda- 
mentally ‘congenital in origin, we can so modify them by 
directing growth that much of the burden of carrying 
them through life can be removed. For example, pronation 
and eversion of the feet is very common in young children, 
most commonly accompanied by a greater or less degree 
of knock-knee, and at times also by bow-legs. Elevation 
of the inner border of the heels with advancement of the 
inner border of the heels if eversion is pronounced, and 
the wearing of a heel if the calf group is weak, will help 
greatly in bringing about functionally efficient feet and 
legs. 

More than one-half of all the runabout children who 
come into our office are in shoes that are too short. 
Anyone standing in shoes too short for his feet pronates 
and everts them in order to remove the thrust of his 
weight from his toes. In time this deformity becomes 
permanent in the growing child because of his short shoes 
no matter how perfect his heredity equipment may have 
been. In this connection we should make the following 
points clear: 

1. No child under 7 years of age can be trusted to 
make complaint of short shoes. 

2. The shoe should be fitted standing, with the full 
weight borne on the feet; while sitting the foot is relaxed. 
Both mother and shoe clerk must be taught this. In the 
weight-bearing position, the hinge of the shoe and the 
hinge of the foot should coincide. 

3. Without regard to style, no shoe is acceptable which 
has other than a straight inner border. The great toe 
must not be crowded laterally, thereby removing it from 
its ability to support the longitudinal arch and prevent 
undue pronation. 


4. Short socks produce almost as much deformity as 
short shoes. 


5. The child’s foot grows very rapidly and shoes must 
be inspected frequently and discarded promptly when 
too small. 


Ropert Ewart Ramsay, M.D. (65 North Madison Ave- 
nue, Pasadena)—This discussion of growth deviations in 
children is a valuable contribution. The orthopedist recog- 
nizes and treats many abnormalities which he can trace 
back to faulty diet, faulty bodily posture and faulty 
hygiene during childhood. Doctor Lowman’s exposition 
strengthens my own feeling that the most valuable thing 
the physician can do is to recognize in the child deviations 
from the normal which are not only of pressing import- 
ance at the time, but full: of potential difficulty for the 
future. The physician who recognizes rickets in its incipi- 
ency is not only caring for the present health of the child 
but also doing his part in preventing deformity, weakness 
and inefficiency in the adult. The evil effects of poor 
posture are not only present but future, and the testimony 
of Lowman is eloquent in pointing this out. The study 
of the interaction of the glands of internal secretion is 
destined to yield fruitful results in the same direction. 
Particular attention to the diet of children, especially as 
regards vitamin deficiency, is most important from the 
same point of view. Lowman encourages us to project 
into the future the deviations of today and to strive for 
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the correction of what may, to many persons, seem 
trifling matters for so much enthusiasm. 

Physicians are learning to take counsel with orthopedists. 
Both have much to gain from co-operation. The child is 
the beneficiary. Together they may show the value of 
looking back from adult deformities to childhood abnor- 
malities and forward from slight deviations in children 
to impairment and distress in after life. 


Doctor LowMaANn (closing)—Doctor Bliss’ comment in 
reference to the value of applied anthropology is very 
appropriate, because a knowledge of body types and their 
variations is quite essential in considering potential 
deviations in children. 

In regard to Dr. Sweet’s observation of children being 
fitted with too short shoes, I should like to say that, due to 
the fact that about 80 per cent. of children’s feet are pra- 
nated and have more or less relaxation of arches, the fact 
really is, that the feet are too long for the shoes rather 
than vice versa. When the weight is borne on.the inner 
border of the foot and the ligaments relax, the foot is 
thrust forward in weight-bearing and may be anywhere 
from a quarter to three-quarters of an inch too long. 
If the shoe clerk fits the shoe correctly in the non-weight- 
bearing position the shoe will naturally be too short unless 
tilted to the outer border when weight is put on the foot 
and, as he states, to relieve this stress the child will begin 
to toe out. On the other hand in the weight-bearing 
position if the arches are depressed the metatarsal 
phalangeal joints will be thrust forward of their normal 
line, and then if the shoeman fits this position, putting the 
point of contact on the hinge of the shoe in relation to 
this joint, the shoe will be so long that it will allow the 
foot to relax to a further degree. Consequently, the only 
satisfactory thing to do, particularly before 7 years of age, 
is to raise the inner border of the heel from one-eighth 
to one-quarter of an inch to keep the weight on the outer 
border of the foot. An eighth-inch correction could be 
readily carried by 95 per cent of the children, at least up 
to eight or nine years of age, with beneficial results. 

In conclusion, the most important thing to remember 
is that the foot reaches its mature shape at 7 years of 
age, except in abnormal conditions, hence, the pediatrician, 
who sees more of these children than any other medical 
man, should be on the alert to appreciate that in accord- 
ance with Wolf’s. Law, a very high average of these 
children will become abnormally developed by faulty 
weight-bearing unless they receive the attention of men 
most interested in the physical welfare -of children. 
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SKIN LESIONS AS DIAGNOSTIC AIDS IN 
GENERAL MEDICINE 
By H. J. Tempteton,* M.D., Oakland 


Many dermatoses are symptoms of, or are associated 
with, systematic or visceral disease. A knowledge of this 
inter-relationship will frequently help the physician in 
solving a diagnostic puzzle. Dermatologists should be 
thoroughly grounded in internal medicine in order that 
they may be of utmost co-operative aid in the study of 
such cases. 


[DERMATOLOGY is often looked upon by the 
general practitioner as a specialty, the aid of 
those who practice, which is to be invoked only when 
he is confronted with some obscure or intractable 
skin manifestation. This attitude is somewhat of a 
heritage from the days when dermatologists were 
externists rather than internists; when they saw 
only the abnormal skin rather than the diagnostic 
problem often lying deeply under it. Fortunately, 
those days are gone, and the dermatologist of today 
is a highly specialized student of medicine who, in 
addition to special knowledge of the skin, utilizes 
all the modern diagnostic aids of the internist in 
studying his patients. He is frequently able to help 
those who limit their work to internal medicine in 
diagnosing obscure conditions by noting cutaneous 
changes which may be more or less pathognomonic. 
It is this phase of diagnosis only that I propose to 
discuss. 

Among the diseases which are diagnosed chiefly 
by their cutaneous manifestations, the acute exan- 
themata take first rank. Here the eruption is 
generally clearly diagnostic. But there are many 
patients in whom the rash is atypical and difficult to 
differentiate from other exanthems such as scarlet 
fever and rubella; or between an exanthem on the 
one hand and a dermatosis on the other as between 
scarlet fever and erythema scarlatinoides. It is in 
these aberrant, unusual manifestations that the 
dermatologist should be useful in consultation, 
assuming, of course, that everyone who practices this 
specialty should be thoroughly trained in the recog- 
nition of these acute eruptive fevers. Nearly all of 
the diseases belonging to the infectious granuloma 
group may be diagnosed by their skin lesions. Among 
these are leprosy, anthrax, glanders, blastomycosis 
and actinomycosis. 

Next in the frequency with which the dermato- 
logic picture determines the diagnosis comes syphilis. 
There is no disease more generalized, no disease 
which invades all the special fields of medicine as it 
does. A very high percentage of cases of syphilis are 
diagnosed by the lesions visible upon the surface in 
the primary, secondary, or tertiary stages. Many 
times patients seek advice because of a skin eruption 
which to them is the only symptom of what the 
physician readily recognizes as syphilis. Here espe- 
cially, a knowledge of the skin lesions of syphilis is 
of the utmost value, for although most syphiloderms 
are characteristic, many of them are great imitators 


* H. J. Templeton (3115 Webster Street, Oakland), M. D. 
Ohio State University, 1917. Graduate School of Medicine, 
University of Pennsylvania, 1924-25. Apocintsnante: 
Dermatologist, U. of C. Infirmary; Clinical Instructor in 
Dermatology, Stanford Medical School. Publications: 
“‘Hay-fever, Intermountain District” (Calif. and Western 
Med., June, 1924). Practice limited to Dermatology and 
Syphilology. 
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and are only with difficulty differentiated from 
various simple dermatoses. An eruption of the palms 
or soles, seemingly eczematous, may occur years 
after the forgotten chancre and be the signpost to 
a proper diagnosis. A diffuse pigmented mottling of 
the neck in a young woman may disclose the pres- 
ence of unsuspected syphilis of a few months before. 
Likewise luekoplakia, irregular moth-eaten baldness, 
spoon-shaped concave fingernails, soft, pliable tibial, 
clavicular, or frontal scars, may be relics of an old 
syphilitic infection. 


Systemic tuberculosis sometimes exists unsuspected 
until some skin lesion crops up to put the inves- 
tigator on the right track. Lupus vulgaris, t. b. cutis 
orificialis, t. b. verrucosa cutis, and a few others are 
true infections of the skin by the tubercle bacillus 
and generally indicate either a present active, or 
an old quiescent, tuberculosis elsewhere. Other skin 
conditions which have not been definitely shown to 
contain tubercle bacilli, but which are thought to 
be due to a cutaneous reaction to their toxins, are 
known as the tuberculides. These include the 
papulo-necrotic tuberculid group, lichen scrofulo- 
sorum, erythema induratum and sarcoids. The 
existence of any of them frequently leads to the 
discovery of tuberculous foci elsewhere in the body. 
According to Roth, about 74 per cent of the cases 
of lupus erythematosus are associated with visceral 
tuberculosis, although other investigators believe 
that most cases indicate merely some focus of in- 
fection, tuberculous or otherwise. 


Many of the common rashes, such as erythema 
multiforme, erythema nodosum, urticaria, eczema 
and others, may be symptoms of internal disease. 
Erythema multiforme is very frequently an indica- 
tion of infection about the teeth, tonsils, sinuses. 
Erythema nodosum occasionally is a surface mani- 
festation of arthritis-endocarditis syndrome. Urti- 
caria likewise may be a symptom of focal infection, 
although it is probably still more often a sensitiza- 
tion phenomenon. I recall a patient in whom the 
occurrence of urticarial wheals was of utmost aid in 
diagnosis. A young boy was seized with severe right 
iliac pain associated with vomiting. Acute ap- 
pendicitis was feared and operation considered. 
Fortunately, the appearance of giant urticarial 
lesions revealed the true nature of the trouble as 
urticaria associated with gastro-intestinal symptoms. 
Papular urticaria in children may be a symptom of 
malnutrition or of intestinal parasites. Chronic 
urticaria is often due to syphilis and should cause a 
Wassermann test to be done. When confronted 
with an edema of the glottis or larynx, one should 
consider the possibility of it being an angioneurotic 
edema. If similar lesions or urticaria are found on 
the skin the diagnosis is confirmed. 


Eczema is probably more often of internal than 
of external origin. It may point the way to the 
discovery of alimentary disorders, glandular dyscra- 
sis, sensitization to various proteins or abnormal 
blood changes. Eczema of the ear in childhood may 
be due to the discharge from an unsuspected chronic 
otitis media. Eczema of the nipple of over three 
months’ duration should make one think of the 
possibility of Paget’s disease. A dry scaly, ecze- 
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matous eruption associated with severe itching may 
be the earliest sign of a leukemia. 


In a very high percentage of patients, the first 
subjective symptoms of diabetes mellitus are 
referable to the skin. On account of the increased 
blood sugar concentration, the skin itself contains an 
excessive amount of dextrose. This makes it an 
excellent culture media upon which pathogenic cocci 
multiply and flourish. As a result, recurrent crops 
of skin lesions may become terribly infected. These 
pyodermas are seen so frequently as an early 
symptom of diabetes that urinalyses and blood sugar 
examinations should be done in all patients resistant 
to ordinary treatment. Other dermatoses which 
make one think of diabetes, but which are not char- 
acteristic, are gangrenes, pruritus (especially of the 
vulva or scrotum), and purpuras. 


Pruritus, general or localized, is a symptom often 
not taken seriously, but one which may have great 
diagnostic possibilities. Localized pruritus of the 
scrotum, or vulva, and its important bearing on 
diabetes, has been mentioned above. Pruritus ani, 
besides indicating local pathologic changes such as 
hemorrhoids, fissures, polyps or pinworms, some- 
times denotes abdominal or pelvic abnormalities. 
Montague has recently pointed this out and ex- 
plained it on the grounds of noxious nerve stimuli 
coming into a spinal segment from diseased viscera 
and being referred out from this segment over the 
nerves to the perineum. Thus, in his excellent 
article, he has mentioned pruritus ani as being a 
symptom of prostatitis, vesiculitis, oophoritis, ap- 
pendicitis, cholecystitis and other abdominal and 
pelvic inflammations. So no examinations of one 
of these patients is complete without a careful study 
of the abdominal and pelvic organs besides the usual 
rectal examination. Pruritus occurs in many pa- 
thologic conditions involving the gall-bladder, espe- 
cially those in which there is biliary retention. It 
may precede the jaundice and hence may be of great 
aid in early diagnosis. In Hodgkin’s disease, also, 
it may be the first symptom, the only one of which 
the patient complains. Likewise the leukemias early 
in their course may involve the skin and produce 
intense itching. A very few cases of nephritis have 
pruritus as their chief complaint. 


Purpura is always an expression of some general 
disturbance and frequently highly diagnostic. It is 
of value in helping to diagnose sepsis, cerebrospinal 
meningitis, malignant endocarditis and typhus. In- 
frequently it may be a prodrome of, and precede by 
a day or two, the typical rashes of variola or 
scarlatina. 


Pellagra is another systemic disease often diagnosed 
by its dermatologic picture, that of a dermatitis of 
the dorsum of the hands and wrists and of the face. 

Nodules and infiltrations in the skin may be but 
surface indications of leukemias, sarcoma or carci- 
noma. I remember a young girl in whom the very 
first sign of a generalized carcinomatosis was the 
sudden appearance of numerous’ BB-shot-sized 
nodules deep in the skin. While mentioning ma- 
lignancies, we should speak of that rare blackish 
pigmentation of the neck, axillae and perineum 
accompanied by papillary hypertrophy and known as 
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acanthosis nigricans. Although this is always a 
dermatologic manifestation at first, it almost in- 
variably indicates abdominal malignancy. Hazen 
feels so positive of this that he advises exploratory 
laparotomy in all of these patients. 


Even the pilosebaceous system may yield helpful 
information in obscure cases. The irregular moth- 
eaten alopecia leuetica is well known. Alopecia 
areata is generally indicative of nervous derange- 
ments. As an aid to retrospective diagnosis, loss of 
hair may point back to some acute febrile attack of 
several months before. Schamberg believes that when 
a woman, particularly, suffers diffuse loss of hair, 
some systemic factor is at fault and should be care- 
fully searched for. Acne, seborrhea and hypertri- 
chosis sometimes indicate disturbances of the sex 
glands. Excessive dryness of the skin occurs with 
hypothyroidism and conversely, hyperthyroidism is 
suggested by a skin which is abnormally moist. The 
rounded clubbed finger nails which make us think of 
chronic heart disease, pulmonary suppuration or 
tuberculosis, are well known. A peculiar spoon- 
shaped concavity of the nails has been described as 
a sign of syphilis. 


Perforating ulcer of the foot, malperforans, in- 
variably has some remote cause. Its occurrence fre- 
quently puts us on the track of tabes dorsalis. Less 
frequently it means peripheral neuritis or leprosy. 


Pigmentations of the skin are frequently systemic 
in origin and call for a complete physical examina- 
tion. They may lead to the discovery of Addison’s 
disease or other diseases of the adrenals. Likewise, 
they may be symptoms of abdominal malignancy (see 
acanthosis nigricans above), bronze diabetes, chronic 
silver or arsenical poisoning. 


VIRULENT SURGICAL INFECTIONS 


By Wiu1am H. Barnes,* M.D., Oakland, California 
(From the University of California Infirmary) 

The most important factors in severe pyogenic infec- 
tions call for: (1) expeditiousness in diagnosis; (2) abil- 
ity to foresee its possibility of invasion; (3) quick under- 
standing of the patient’s needs in his fight fer life. 


Discussion by C. A. Dukes, Oakland; C. E. Phillips, 
Los Angeles; Edwin I. Bartlett, San Francisco. 


P ROBABLY no problem in the healing art gives 
greater concern to both the doctor and his pa- 
tient than an infection which has broken through its 
local bounds and is advancing by way of the lymph 
or blood stream. The surgeon well knows when his 
patient, who has an acute localized infection, sud- 
denly has a rapid rise in temperature, a sudden 
chill, with a sudden increase in leucocytes of the 
polymorphonuclear type, that there is generally apt 
to be trouble ahead and he stands aghast wondering 
what to do for no routine can be followed here. 
He is likewise alarmed when suddenly from a small 


*William H. Barnes (230 Grand Avenue, Oakland, Cali- 
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ing Action of Fermentation and Precipitation Tests, 
ete. (Jour. Infectious Dis.); Activity of Staphylococci in 
Milk (Berkeley Sec. Jour. Infec. Dis.). 
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infected wound there are a number of red lines 
extending from the infected area. 

A series of three cases, whose demise was due to 
a fatal involvement of either the blood stream or the 


lymphatics will, to some degree, illustrate the sub- 
ject. 


Case No. 1—Male. Age 28. Occupation, minister. 
Family History—Healthy as a child except for the usual 
children’s diseases, with no complications. Married. 
Wife now has diphtheria. One child age one year, gen- 
erally healthy except that at present has an acute respira- 
tory infection, now diphtheritic. Father and child had 
recently been given diphtheria antitoxin for prophylaxes. 
Past History—Negative. Present Illness—Three days ago, 
April 4, 1924, patient sustained a slight transverse lacera- 
tion over the first joint of the anterior surface of the left 
thumb. No particular attention was paid to it until April 
7, when it began to be painful. Physical Examination— 
Moderately well: nourished young man of about thirty. 
Eyes, ears, nose, negative. Mouth and pharynx clear. 
Tonsils negative. Tongue clear. Neck: No pulsation, no 
glandular enlargement. Chest: Well developed. Lungs: 
Good expansion, resonant throughout, no rales. Heart: 
No enlargement, all sounds distinct, no murmurs. Blood- 
pressure 122/76. Rate 76. Abdomen normal, no pulsa- 
tion, no masses felt. Liver, spleen, kidneys not palpable. 
Extremities: No deformities, no scars, except a small 
transverse laceration near the first joint of the thumb, 
slightly swollen and inflamed. Knee jerks present. Tem- 
perature 98.6° F. 

The wound was opened and treated with local appli- 
cations of 10 per cent mercurochrome, dressed and com- 
pressed with hot. boracic acid every two hours during 
the day. He was instructed to keep the hand very quiet 
and not use it. The thumb continued to improve until 
four days later when, in handling his 1-year-old baby 
who had a severe respiratory infection, he bumped his 
injury twice during the day and the baby got a hold of 
it and pulled it, causing considerable pain. He carelessly 
used the thumb in doing the baby’s washing, because the 
mother at this time was isolated with diphtheria. The 
following day the thumb was considerably swollen, pus 
had formed along the line of the wound. This was in- 
cised, pus expressed and dressed similar to the above 
procedure with again instructions to keep the hand ab- 
solutely at rest, but again the patient disobeyed, went out 
and drove an automobile ten or fifteen miles, using the 
hand in the steering of the machine. The following day 
the swelling had advanced to the thenar eminence with 
a couple of lymphangitic streaks extending to the shoul- 
der. Temperature 102°. As the hand continued to swell 
the patient was taken to the hospital. during the afternoon 
and the incision lengthened to the thenar eminence, but 
there was very little pus. The hand and arm were placed 
in a continuous alkaline bath. The swelling increased 
and extended to the shoulder and on April 17 incisions 
were made in the forearm, but no pus was found except 
a slight amount following the nerves and bloodvessels 
lying anterior to the interosseus membrane, well up to- 
ward the elbow. 

On April 18 the patient was in a semi-stuporous con- 
dition, edema was increased in the shoulder and had 
extended over the left side of the thorax to the waist- 
line. Cultures from the pus in the thumb showed a 
hemolytic staphylococcus, a non-hemolytic streptococcus 
and a green pigment producing bacillus, one of the 
liquefaciens type, all of which were pathogenic for rab- 
bits. Antistreptococcus serum was administered but caused 
an anaphylactic shock even after the regular desensitizing 
procedure had been performed. 20 c. c. of 1 per cent 
solution of mercurochrome were given intravenously. 
Temperature 104°. White blood cells 47,000: 92 per cent 
polymorphonuclears. April 19, 1924. Ten c. c. of 1 per 
cent mercurochrome were given intravenously, 35 c. c. of 
antistreptococcus serum were also given intravenously, 
followed by another anaphylactic shock. The forearm 
had become gangrenous. 

April 20. The condition still remained serious. Again 
7 c. c. of a 1 per cent solution of mercurochrome were 
administered intravenously. Already there had been con- 
siderable blood destruction, the hemoglobin being now 
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down to 50 per cent. A transfusion of 500 c. c. of citrated 
blood was given. The white blood count was 34,600. 
Pm. 89. The temperature ranged from 101 to 103 rectally. 
April 21. His condition was better. The edema of the 
arm, shoulder and side of the thorax had decreased con- 
siderably. On account of the gangrenous condition of the 
forearm it was decided to amputate the arm at the junc- 
tion of the upper and middle third of the humerus. April 
22. The patient continued to improve. The white blood 
count had dropped to 18,000. Pm. 83 per cent. The tem- 
perature was 102.8 rectally. Blood cultures showed hemo- 
lytic staphylococcus aureus. For a time the patient con- 
tinued to show improvement. The arm stump healed 
rapidly; the appetite improved until May 8 when sud- 
denly there was a rise in temperature to 103° F. and he 
became irrational. The white blood count jumped to 
36,000, Pm. 94 per cent, hemoglobin 41 per cent. The 
patient was then given another transfusion of blood, 500 
c. c. and 300 mg. of gentian violet.. May 11. 200 mg. of 
gentian violet. May 14, 200 mg. of gentian violet with 
considerable cessation of symptoms. Temperature 101 
to 103°. White count 14,000, Pm. 82. Appetite fair. He 
complained of considerable pain in the left hip on flexion 
of the femur, but no swelling and no tenderness on pres- 
sure could be found. During the next ten days there was 
very little change, appetite fair, temperature 101° to 103° 
rectally. White blood count 14,000 to 16,000. Pain in 
the left hip on motion of the femur continued to grow 
worse. 


May 24 a slight swelling appeared in the left flank, 
the foot was swollen but not painful to motion nor pres- 
sure. There was considerable pain on flexing the femur 
at the hip and a diagnosis of a psoas abcess was: defi- 
nitely made. 


Urine examinations continued to show a slight amount 
of pus and albumin. Casts (hyaline) appeared after the 
mercurochrome injections and lasted for a period of ten 
days. There was good elimination with a wide range of 
specific gravity. Medication consisted:in Fowler's solu- 
tion, digifoline, adalin and luminal and morphine sul- 
phate, besides those already mentioned. May 30 a cysto- 
scopic examination was made and both kidneys were 
found to be functioning normally. On May 31 the lumbar 
abscess was drained. It extended from the diaphragm 
to the inguinal ligament and contained about a pint of 
serosanguinous pus. His condition remained poor. On 
June 4 an abscess ruptured into the rectum and much 
pus was expelled. June 5 the skin of both feet and knees 
showed many hemorrhagic foci. These were tender and 
later turned black. June 7 the patient passed away. 

The autopsy showed a small septic infarct in the lower 
lobe of the right lung. The left lung was negative. The 
heart was negative; spleen slightly enlarged, liver slight 
passive congestion. 

There were quite a number of cicatrized macroscopic 
areas (apparently healed lesions) in both kidneys, but 
no acute inflammatory macroscopic areas to be seen. Lat- 
eral to the left kidney there was a fairly well walled off 
area (this area had been drained originally) containing 
pus extending from the diaphragm caudal underneath 
the inguinal ligament to end around the rectum. Blood 
cultures were frequently taken. Only one- was positive 
and that for staphylococcus aureus. Cultures from the 
psoas abscess showed streptococcus of a nonhemalytic na- 
ture. All cultures were pathological for rabbits. 

Case No. 2.—April 23, 1924. A young woman, Univer- 
sity student, age 22, had been having a number of fur- 
uncles for which local treatment had been given. The 
family and past history were negative. Physical Exami- 
nation—Moderately well nourished, well developed young 
woman; eyes, ears, nose negative. Mouth, pharynx clear. 
Lower lip had a small inflamed furuncle about one.c. m. 
in diameter. The face was slightly flushed. Neck: No 
pulsation, slight glandular enlargement. Chest: Fair de- 
velopment; lungs normal. Heart not enlarged, sounds’ 
normal, rate 90.. Abdomen normal. Extremities normal. 


Knee jerk present. Temperature 102.8° F. She was ad- 
mitted to the Infirmary and the lip compressed with hot 
boracic acid. The swelling increased with a feeling of 
malaise. The following day the infected area was in- 
cised under ether anesthesia and ‘much pus expressed. 
Her temperature was 103.2, her whitgcblood count was 
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18,540 with 87 per cent polymorphonuclears. The urine 
showed a heavy trace of albumin with many red blood 
cells and an occasional white blood cell. The following 
day the swelling had increased until it had involved the 
chin and was extending over the neck. Her temperature 
was 104.4. White blood count 19,600. She was very 
restless and talked irrationally. At times she complained 
of feeling exhausted. A menstrual period had begun. 

April 26. The edema had continued to increase, in- 
volving the neck to the clavicles. The temperature was 
104.6. -The whole lip was infiltrated with pus, drainage 
was profuse. An intravenous injection of 8 mg. per kilo. 
of gentian violet was administered. There was no de- 
crease in pulse nor temperature until the following day 
when the pulse had increased and the temperature was 
decreasing. Blood cultures showed a profuse growth of 
staphylococcus aureus strongly hemolytic. Another in- 
travenous injection of gentian violet at 12:45 p. m. was 
given. The patient expired at 8 p. m. There was no 
autopsy.: : 

Case No. 3—May 30, 1924, a young girl of sixteen de- 
veloped a furuncle over the right mastoid region. Patient 
had no serious or prolonged illnesses. Two or three days 
previous to May 30 she noticed a small boil back of the 
right ear but paid very little attention to it until the 
morning of the- 30th when it became painful, causing a 
stiff neck. 


Physical Examination—A well developed, robust look- 
‘ing girl of 16 or 17. The eyes, ears, nose and mouth 
were negative. The face was flushed. Over the right 
mastoid region there was a small inflamed furuncle 
about 1 cm. in diameter. The neck was negative except 
for slight tenderness over the posterior right triangle 
where there was a slight glandular enlargement. Chest: 
Well developed lungs, good expansion throughout; no 
rales. Heart: Normal except for a rate of 110. Abdomen 
and extremities negative. The furuncle was small but 


it was considered the best treatment to incise it although 
no pus was found. Her temperature being 103 she was 
referred to the hospital on May 31. The original in- 


cision was deepened and extended over the original 
focus. The edema had extended to the face and over 
the whole neck down to the clavicles. The rectal tem- 
perature reached 105°. She lingered along for three 
days with the temperature ranging from 102 to 103 and 
pulse 120. She complained of pain in the head and had 
periods of irrational mumbling. She had spasms of 
muscular twitching while asleep. She frequently had in- 
voluntary defecations. June 4. The white blood count 
was 52,000 with 90 per cent polymorphonuclears, Lm. 6, 
Sm. 4. Her respirations ranged from 40 to 60. The blood 
cultures and cultures from the pus of the primary focus 
showed staphylococcus aureus. The urine was acid, spe- 
cific gravity 1015, albumin, faint trace, no sugar. Micro- 
scopically it showed an occasional white blood corpuscle, 
an occasional hyaline cast, a few squamous epitheleal 
cells and a few coliform bacilli. The patient’s medication 
consisted of morphine, gr. 1/12, as needed, for pain and 
restlessness, saline per rectum and hypodermoclysis and 
one daily intravenous injection of mercurochrome, 5 mg. 
per kilo. of body weight for four days. She expired at 
10 p. m., June 4, 1924. 


All of these patients had hemolytic staphylococcus 
infections as demonstrated by blood cultures, and 
all had high blood counts and profuse inflammatory 
edemas. Two of these had intravenous injections of 
gentian violet, two had intravenous injections of 
mercurochrome. One apparently overcame the blood 
stream infection, the other two did not. Exhaustion 
due to toxicity and ill nourishment, probably was 
responsible for the death of the first patient while 
exhaustion due to toxicity was probably the cause 
of death of the last two. 

Two general: divisions have been made of the 
bacteria causing infections, anaerobic bacilli in deep 
wound involvement and aerobic organisms less deep 
in the tissues. 

Weinberg and Seguin offer a convenient clinical 
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classification of anaerobic infections, namely, viru- 
lent gas gangrene; avirulent gas gangrene. Several 
clinical manifestations are due to the virulent type. 
They are the emphysematous type, the edematous 
type, a mixed form, and a putrefaction form. Muscle 
and blood clot offer the best soil for the growth 
and development of these forms. Tendenous areas 
are less often involved. 


In civil life there are two sources of these infec- 
tions, soil contaminations, not very common, and 
the contaminations from the patient’s own intestinal 
organisms, as found following uterine sepsis after 
abortion, particularly criminal abortion. 

The aerobic organism may clinically be classed as 
virulent and avirulent, also represented by strep- 
tococcus, staphylococcus, diphtheria B coli, etc. The 
virulent organisms spread by three methods, namely, 
(1) Local extension; (2) Lymph stream; (3) 
Blood stream. Their effects are (1) Mechanical; 
(2) Biochemical; (3) Mixed. 

Mechanical effects are produced by the formation 
of emboli which block circulation in the capillaries, 
thus interfering with nourishment. Swelling and 
edema result, causing interruptions in’ tissue nour- 


‘ishment. Biochemical effects are produced by the 


chemical action of their byproducts, ectotoxic and 
endotoxic, upon the tissues. Mixed: By the combi- 
nation of any of the above factors. 

The symptoms consist of a series of phenomena 
of varying manifestations. The complaint of the 
patient, sense of fatigue, fever, chills, headache, 
thirst, pain about the involved area, etc., are all 
variable factors. 

The diagnosis is made only after a series of im- 
portant tests. Usually one can find the local focus 
and in extreme cases there are evidences sufficient 
to account for the symptoms, as increased tempera- 
ture, high white blood count, rapid pulse, lymphan- 
gitic streaks, inflammation, swelling and edema and 
enlarged spleen. These may differ and between the 
extremes there may be found the greatest number 
of variations. The temperature may be normal, there 
may be no increase in the white blood corpuscles, 
there may be very little pain, all due to a poor re- 
sistance on the part of the sufferer. The original 
focus may have healed leaving a secondary area of 
infection to light up later, with fatal results. Con- 
heim says that the source may be identified if the 
sentinal lymphatic gland can be identified. Kanaval 
reports cases of staphylococcus infections whose pri- 
mary focus healed, leaving secondary foci in the 
kidneys from which the patient died three months 
later. 

One should look for the cause of the infection 
in the original focus, in the involved lymph glands, 
the blood stream, and in the urine from one or both 
kidneys in obscure cases. Needless to say, this is ac- 
complished by taking repeated aerobic and anaerobic 
cultures from these sources with the greatest of care 
to avoid contaminations. Anaerobic infections are 
seldom seen in civil life but as previously stated may 
develop from soil infections or from the patient’s 
own intestinal organisms. Ponet believes that infec- 
tious diseases are seldom due to a single organism. 
They generally represent a combination of biologic 
units. Streptococcus infections and for that matter 
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staphylococcus also, often have small foci with little 
pus located in the skin and mucous membrane. 
Septicemic cases generally have high temperatures, 
high white blood counts, great destruction of red 
blood cells, rapid decrease in hemoglobin. 


Staphylococcus foci usually begin from cracks or 
abrasions in the skin or mucous membranes. These 
foci often heal with the formation of secondary ab- 
scesses filled with thick creamy pus, because staphy- 
lococci tend to grow in clumps. This forms a dif- 
ferent type of lesion from the streptococcus. Lique- 
faction takes place frequently with a spreading of 
the abscess along the lines of least resistance be- 
tween fascial planes and nerve and blood vessel 
tracts, as in case 1. 

The tissue changes vary with the virulence of the 
infection, the location, and the resistance of the 
individual. There may be an immense edema with 
or without gas formation causing disturbance in cell 
relation, stasis, solution of continuity, tissue degen- 
eration, and neurosis. Normally the blood capillaries 
pick up only molecular substances of extremely fine 
subdivisions, but Krogh has shown that blood capil- 
laries dilate and become pervious to larger sub- 
stances permitting escape of colloids of blood plasms 
into tissues with stasis and agglutination of red 
cells. This stasis where red cells are agglutinated 
often forms a secondary form of infection in this 
advance of the disease. 


Crile has shown that in septicemia if man is ex- 
hausted by exertion, emotion, loss of sleep and 
toxicity, he succumbs more readily to infection. He 
has shown that the most marked histologic changes 
take place in the brain and cortex of the suprarenal 
glands and are less marked in the liver and spleen. 
By his animal experimentation he has shown that 
less destructive changes take place in narcotized 
animals than those without morphine when lethal 
doses of toxin were injected. His results have shown 
that the brain is the primary factor in response to 
infection. 

The prognosis is dependent upon several factors, 
the virulence of the infecting organism or organ- 
isms, the location of the focus of infection, its rela- 
tion to the blood stream, and the lymphatics ahd a 
basic knowledge of the principles of inflammation 
produced by the various bacteria, coupled with the 
peculiar anatomical knowledge relating to the in- 
fection. Lymphatic infections follow a definite ana- 
tomical and clinical course and may be prognosti- 
cated and anticipated and according to C. H. Mayo 
are equally as dangerous. One must not forget that 
the resistance of the individual is a big factor in 
prognosis of virulent infections. Elimination of the 
primary foci is often very necessary. Resistance can 
often be sustained by maintaining proper elimina- 
tion, prevention of exhaustion and aiding the circu- 
lation. 


TREATMENT 


The treatment depends upon the type and ex- 
tent of the infection. Christopher has well out- 
lined the treatment of pyogenic infections. It con- 
sists of: Physiological, chemical, surgical and x-ray. 
Physiological treatment comes through maintenance 
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of nutrition, establishing proper elimination by 
cathartics, diuretics, and diaphoresis, proper rest, 
reduction of pain even by the use of morphine if 
necessary, stimulation of resistance by the use of 
vaccines and blood transfusions, heat or cold to the 
involved parts as indicated. 


Chemically, bacteria are killed by four methods: 
Oxidation, ionization with coagulation, coagulation 
without ionization and hydrolyzation. Hence any 
chemical chosen for this purpose must possess one 
of these four characteristics. But since nearly all 
chemicals which destroy bacteria react also on the 
tissues, it becomes a difficult problem to adapt such 
treatment. It was with this aim in view that Ehr- 
lich spent so many years perfecting his salvarsan. 
Recently Young has given us mercurochrome and 
Churchman recommends gentian violet. The per- 
manent value of these is yet to be ascertained. In 
the cases here reported the possible value of mer- 
curochrome could not be calculated. 


Locally, chemicals are adopted for sterilizing the 
surface. The most useful are boracic acid, Dakin’s 
solution, alkaline baths, silver nitrate, and iodine. 
Christopher strongly favors the use of Unguente 
Crede as an antiseptic dressing in local infections. 


Surgical procedures are useful and indicated for 
two purposes, namely, the control of the extension 
of infections, both aerobic and anaerobic, and in na- 
ture’s repair of the same. Areas of necrosis should 
be removed. Release of tension where circulation 
is impeded is imperative in every case. Incisions for 
the drainage of pus, exudates and stagnant fluids 
are generally necessary but should be made with an 
exact knowledge of the anatomical structure, their 
relations, and functions, for mistakes may easily be 
made by not making the incisions large and deep 
enough. On the other hand one may make too 
radical incisions and extend rather than check the 
pathological process. Nature frequently acquires 
the habit of overworking, overproduction, providing 
more tissue than she needs in the repair of a wound. 
She frequently throws out excessive granulation 
tissues and once in a while she keeps on piling up 
excessive scar tissue, forming keloids. These often 
can and should be controlled by the surgeon in 
charge who should be ever mindful of his patient’s 
well-being and appearance. Many happy results in 
repair are attained by secondary sutures, skin grafts 
and by the use of dressings, facilitating epitheliza- 
tion by the use of vaseline gauze, gutta percha, etc. 

Just how much can be realized by the use of 
x-ray is a field for investigation. Dunham has re- 
ported successful treatment of sixty-seven consecu- 
tive carbuncles by the exposure of x-ray. 


SUMMARY AND CONCLUSION 


Here is an interesting class of diseases which up 
to the present time is most ingenious in its etologic 
and symptomatic devices. Its attacks are so varied 
that the physician is often nonplused in determin- 
ing its line of greatest advancement, and one hav- 
ing this knowledge there can be no hard and fast 
rule instituted for its control. The physician must 
certainly know how his patient is responding in the 
combat, the nature and mode of the irritant, the 
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destruction caused by it, the best method of removal 
of the damaged tissue and the process of repair. 


THE IMPORTANT FACTORS IN SEVERE PYOGENIC 
INFECTIONS CALL FOR: (1) EXPEDITIOUSNESS IN 
DIAGNOSIS; (2) ABILITY TO FORESEE ITS POSSIBIL- 
ITY OF INVASION; (3) QUICK UNDERSTANDING 
OF THE PATIENT'S NEEDS IN HIS FIGHT FOR LIFE. 


Some of the most important of these are: 
(a) Reduction of pain. 


(b) Maintenance of nourishment by means of 
food, water and blood tranfusions. 


(c) Inducing proper elimination by the use of 
cathartics, diuretics and diaphoretics. 


(d) Use of disinfectants locally and systemically. 


(e) Surgical removal of necrotic and infected 
tissue. 


DISCUSSION 


C. A. Duxes, M. D. (Wakefield Building, Oakland)— 
I appreciate the request to discuss Dr. Barnes’ paper on 
“Virulent Surgical Infections.” Dr. Barnes has prepared 
a most excellent paper with case reports covering the 
subject in an illustrative way which I am sure will be 
appreciated by all who read this article. 


I have been very much impressed with our apparent 
inability at times to control or limit the course of these 
infections, as was the case in these reports. 


The diagnosis is so thoroughly covered that it does not 
seem fitting to dwell upon the necessity for thorough 
laboratory investigation through the blood stream of all 
infections that show constitutional involvement, but I am 
sorry to know that this is frequently a late rather than 
an early procedure. 


Regarding the treatment: I have been very much in- 
terested in the chemical and surgical treatment of in- 
fections. To me, the chemical treatment, be it either the 
mercurochrome or gentian violet, or both, has been very 
disappointing. On the contrary, I have been very much 
impressed with the decided aid given by transfusions. 
Certainly, early in the infection, “debridement” and thor- 
ough drainage will be our great hope of limiting all in- 
fections. Amputation, well above the actively infected 
area, is frequently necessary and should be used promptly 
when the constitutional symptoms show that the control 
of the infection is being lost. 


Certainly, any of the antiseptic solutions that do not 
destroy soft tissues and will aid in drainage should be 
used. By drainage, I mean that the wound should be so 
thoroughly open that all diseased tissue will be readily 
exposed to the action of the solution, and certainly, if the 
areas are not thoroughly and freely exposed, solutions are 
of no value. 


I am glad that Doctor Barnes has also called attention 
to the necessity of returning the patient to as nearly nor- 
mal as possible, taking great care as regards to injury 
to nerves and tendons, and also to the patient’s appear- 
ance. 

I have not had experience in the use of the x-ray in 
the treatment of carbuncles. 


A careful reading of the conclusions of Doctor Barnes’ 
paper gives one a very clear and understanding knowl- 
edge of the factors in severe pyogenic infections. 

I cannot help but add to this good paper the necessity 
of the early care of all wounds. In the industries, all 
abrasions should not only receive immediate use of iodine, 
but should also have attention by a medical man as soon 
as possible. Also, the laity should be impressed with the 
same necessity. The first case of Doctor Barnes would 
have been cured of his first injury but got his second 
infection because of lack of knowledge of the danger of 
reinfection of open wounds. 


C. E. Puitiirs, M.D., (Pacific Mutual Building, Los 
Angeles)—The subject of “Virulent Surgical Infections” 
is always one of interest. The wide diversity of the posi- 
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tive opinions shows all too plainly the shortcomings of all. 
Doctor Barnes has presented in an admirable manner a 
phase of the subject which is timely. I deeply appreciate 
the opportunity of discussing it. 


The common surgical infections, established, progress 
is one of, or in a combination of the following ways: 


(c) Through the blood stream. 
(a) Through the lymphatics. 


(b) Through the line of least resistance in the tissues. 


A remedy with selective action on the infecting organ- 
ism and no deleterious effect on the host would be ideal. 
We have no such substances except the specifics for ani- 
mal parasitic forms, such as plasmodium malaria, the 
spirochetes and the trypanosomes. The bacterial forms 
possessing greater vitality and resistant powers are un- 
affected by remedies innocuous to the host. Certain drugs 
when introduced into the system may produce such a 
reaction that a given infection may be overcome. Where 
one case is thus saved the treatment will cause the loss 
of many others. 

With our present knowledge of the subject I am con- 
vinced that the greatest benefit can be gained by a careful 
individualization of the cases: assisting the forces of na- 
ture in overcoming the infection. 

The mechanical dissemination of infection can pos- 
sibly be prevented by careful surgical intervention. By 
suitable drainage, relief of tension and by posture we can 
reverse the lymph circulation, within limited areas. 

The Dakin treatment of wounds constitutes the greatest 
advance in the treatment of infected wounds and local- 
ized infections since the etiology of the process has been 
determined. ; 

Frequently the progress of the infection can be deter- 
mined only by the symptoms. A given focus of infection 
is attacked and destroyed by Dakin treatment. There is 
a continuation of the symptoms showing the existence 
of additional foci. The only treatment that offers relief 
is the careful search for and destruction of these centers. 

The administration of the various dyes in such condi- 
tions is invariably deleterious. In the low grade septi- 
cemias, without definite foci on infection, there is the 
possibility of cure being brought about by the powerful 
reaction occasioned by the intravenous medication. 

Infections seldom, if ever, require amputation unless 
it complicates severe traumatism. Amputation should not 
be performed unless the future usefulness of the ex- 
tremity has been seriously jeopardized by the injury. 
Even in such cases it is usually better to amputate before 
the onset of the infection. When severe infection has 
become established it seldom gives a benefit commen- 
surate with the shock of the operation. 

Transfusions are seldom necessary and add another 
element of risk which can usually be avoided. 

Severe infections of the face are especially serious on 
account of their proximity and accessibility to the vital 
centers. They should be treated by adequate incisions 
for the relief of tension and for drainage. It is of the 
utmost importance that a minimum amount of trauma- 
tism be done to the tissues in the drainage operation. 


Epwin I. Bartietr, M. D. (240 Stockton Street, San 
Francisco)—There are two main types of infection, viz., 
local and general. A local infection is one which is still 
under control by the surrounding tissues. These may be 
the adjacent soft parts or the neighboring lymph glands. 
A general infection is one in which these barriers have 
failed to stop the spread and the inflammatory process 
has extended to the general circulation. Every general 
infection was once a local process. 

Treatment of a local infection must be directed to- 
wards aiding the local resistance of the tissues and also 
the general bodily resistance. The methods employed 
vary somewhat with the type of organism. For instance, 
infections due to the pus forming organisms early re- 
quire incision and drainage, while infections due to 
streptococcus should never be incised except in later 
stages if pus has formed in quantities which are demon- 
strable before incision is attempted. 

There may be some difference also in the general 
treatment. As a rule the best treatment for streptococcus 
infection that has not yet passed beyond the neighboring 
lymph glands is continuous application of wet heat from 
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finger tip to chest, if the infection is in the finger, and 
absolute rest in bed on light diet. Heat applied off and 
on accomplishes comparatively little. Constant heat for 
twenty-four to forty-eight hours practically clears up the 
local process. What remains in the lymph glands or more 
distally will then yield to dry heat. Wet heat continued 
longer than forty-eight hours, reduces the resistance of 
the tissues. The wet heat should be given in such a 
manner that the limb can be elevated. This is best ac- 
complished by wrapping the parts in hot towels. Some 
antiseptic solution such as lysol prevents the develop- 
ment of pimples. Six to eight bath towels wrapped about 
by several layers of wool will keep the limb hot for 
eight to ten hours at a stretch. 

Treatment of a general infection is quite a different 
procedure. Unfortunately it is not so clear cut. Here the 
local wound is of practically no concern and the whole 
effort must be directed towards aiding the general bodily 
reserve. Recently the reports of use of various chemicals 
introduced into the circulation have raised our hopes, but 
the practical experience of the average man has been 
universally disappointing. Many cases have been saved 
and in most of these instances the effects of administration 
of the chemical have been nothing less than miraculous. 
Other patients have gone on and died and sometimes 
death seems to have been hastened by the reaction to the 
administration. There is much to be learned. Perhaps the 
dosage is insufficient, perhaps the poisonous effects of the 
organisms have left the human organisms too weak to 
recover even after the organisms have all been destroyed. 

Dr. Barnes is to be complimented on his paper. He has 
taken up the study of the organisms and their mode of 
action, together with the study of the human physiology, 
during the operation of general infection. He is on the 
right track because thorough understanding of these 
principles will solve the problem of general infection and 
make our treatment as clear cut as the local process. 

In the meantime the immediate task before us is the 
prevention of a general infection. There is very rarely 
any excuse for local infection becoming general while 
under the care of a physician. Proper treatment of the 
local condition will do away with practically all general 
infections excepting those which are well established when 
first seen by the physician. 


LUPUS ERYTHEMATOSUS ACUTUS 
DISSEMINATUS 


REPORT OF A FATAL CASE 


By Frep B. Ciarke,* M.D., Long Beach; 
A. W. Warnock,* M. D., San Pedro 


Discussion by V. R. Mason, Los Angeles; Samuel Ayres, 
Jr., Los Angeles. 


UPUS ERYTHEMATOSUS ACUTUS 

DISSEMINATUS is, if one may judge from 
the literature, an exceedingly unusual condition. 
Scholtz, having reviewed the literature in 1922, 
found reports of twenty-seven cases, and there have 
been several cases reported since then by Goecker- 
man, Robertson and Klauder, and Pernet. 

It is probable that this condition is of much more 
frequent occurrence than the number of reported 
cases suggests, because of the fact that the skin 
manifestations resemble, in some cases, such diseases 
as scarlet fever, erysipelas, pellagra, exfoliating der- 
matitis, spotted fever, etc., and the constitutional 


*Fred B. Clarke (1006 Southwest Pacific Bank Building, 
Long Beach), M. D. College of Physicians and Surgeons, 
Chicago. Practice limited to medicine. Hospital connec- 
tions: Seaside and Community Hospitals, Long Beach. 
Publications: A Study of Proximo and Acro-Ataxia in 
Tabes Dorsalis (Am. Jour. Med. Science), Tic of the 
Abdominal Muscles of Thirteen Years’ Duration, Location 
and Histopathology of Ninety-nine Brain ‘Tumors, 
Lethargic Encephalitis, Poliomyelitis with Especial 
Reference to Treatment with Rosenow’s Serum (Cali- 
fornia and Western Medicine). 
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symptoms may stimulate such acute infections as 
rheumatism, malaria, typhoid, etc. The diagnosis of 
rheumatism was made during one of the five attacks 
in this case, while during two subsequent attacks, 
the diagnosis was typhoid. 


Review of various case histories suggests that the 
chronic disseminate type, occurring in an individual 
who has had the chronic discoid lesions for a long 
time, is the one most frequently encountered, and 
that the acute type, beginning without evidence of 
a previous chronic type of lesion, is exceedingly 
rare, and usually runs a course suggesting an acute 
septic condition. 


Our case began without the characteristic chronic 
lesions, but with a history of four previous illnesses, 
during which there was a persistent fever, with mild 
arthritic disturbances and a skin lesion diagnosed as 
erythema nodosum, suggesting the constitutional 
background upon which the acute type of cases 
develop was present. 


The underlying condition producing hypersensi- 
tiveness in these patients is a thing in which we are 
primarily interested, because of their reaction to 
toxins and to the removal of foci of infection, hyper- 
sensitiveness to tuberculin, etc. In addition the high 
mortality rate, once the condition is developed, is 
important. Text books devote but little space to the 
acute type, and the following classification by 
Robertson and Klauder would seem a good one: 


“All varieties of lupus erythematosus appear to 
fall into four clinical groups: 


“Circumscribed or discoid form,chronic, occurring 
chiefly on the head and face, especially on the nose, 
cheeks, and lobes of the ears. Diffuse or dissemi- 
nated, of which there are three varieties: (a) Dis- 
seminated, but not acute; (b) Disseminated, acute, 
developing from chronic discoid form; (c) Acute 
from the beginning, rapidly becoming disseminated 
and running an acute course throughout. 

“The disseminated but not acute, may be asso- 
ciated with mild constitutional symptoms which 
some writers style subacute disseminated lupus ery- 
thematosus, and others erroneously designate as 
lupus erythematosus acutus disseminatus. This group 
is more commonly seen than the pure type of lupus 
erythematosus acutus disseminatus. Patients in this 
group are doubtless potential candidates for the 
acute disseminated form of lupus. It is stated that 
the presence of albuminuria is of bad prognostic 
significance. 

“Group (b), disseminated, acute, developing from 
the chronic discoid form of lupus and group (c), 
acute from the beginning, rapidly becoming dis- 
seminated, may end fatally in a few weeks or months. 
These cases, and particularly those falling in group 
(c), are further characterized by increasing evidences 
of constitutional involvement, partaking of the nature 
of some acute general infection. The two latter 


forms of lupus present a fairly uniform eruption on 
the face and palms, and a multiform eruption on the 
trunk and extremities. These are the pure types of 
lupus erythematosus acutus disseminatus, the lupus 
erythematosus aggregatus universalis (erysipelas per- 


and group (c), the acute 


stans facei of Kaposi), 
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lupus erythematosus aigu d’emblé of some writers, 
notably Pernet.” 


CASE HISTORY 


J. L. H., male, age 34, white, married, a lumber sur- 
veyor, when first seen on the third day of his illness, 
complained of a stiffness of joints, nausea, general 
malaise, and anorexia, with the history that two weeks 
before the onset of the present illness, an impacted molar 
tooth had been extracted. 


The skin showed no abnormalities except a slight 
generalized cyanosis and a coldness to the touch. His 
hands were stiff, especially the left, which he could not 
close, due to a previous synovitis. The spine and lower 
extremities were normal. The glands of the neck, axilla, 
and groin were palpable but not immoderately enlarged 
nor tender. A slough was present in the cavity of the 
lower, left, first molar, which had been removed two 
weeks before. The tongue was coated, the breath foul, 
but no lesions of the mucous membrane were found. The 
throat, lungs and heart were negative. The abdomen 
was negative with the exception that the spleen was enlarged 
and slightly tender, and the notch was felt about 6 cms. 
below the costal margin. The temperature was 102.6° 
by the rectum. The pulse was 80, full and regular, and 
the respirations 16, and normal in character. Blood: 80 
per cent hemoglobin (Dare), 2300 white blood cells, 51 
per cent polymorphonuclear leucocytes, 49 per cent lym- 
phacytes (equal numbers of large and small), and no 
abnormal red or white cells. Two blood cultures were 
negative; Widal negative; urine negative except slight 
evidence of bile and albumin; Wassermann negative. 

Within eighteen hours, a few maculo-papular lesions, 
which did not fade on pressure, had appeared under the 
right breast, but were not present elsewhere on the body. 
Within three hours these lesions spread all over the 
chest, abdomen and back, with some on the cheeks and 
lower forehead, but was not present in the axillary lines, 
nor lower extremities. The skin was taking on a slightly 
icteric tinge. By this time the throat became sore, and 
whitish lesions, not unlike masses of Koplik’s spots ap- 
peared at the gingivo-labial angle. Smears from these 
showed, among numerous other organisms, Fuso-Spiral- 
lary organisms. The mouth became so painful that the 
patient was unable to swallow. By the fifth and sixth 
days the temperature dropped to normal, but the rest- 
lessness and insomnia continued. The prepuce and eyes 
showed a purulent discharge containing staphylococci and 
a. few Gram-positive diplobacilli, and yellowish crusts 
appeared about the nose and the rash spread to the upper 
parts of the thighs. Blood count at this time showed 
4,530,000 red blood cells, 3200 white blood cells, 81 per 
cent polymorphonuclear leucocytes, no pathologic cells. 


The onset of constitutional symptoms of an indefinite 
nature accompanied by an unusual eruption, with rather 
characteristic involvement of the nose and face, com- 
bined with the history of previous attacks of an undeter- 
mined nature, accompanied in two instances at least by 
some sort of skin lesion, particularly on the hands, fol- 
lowed by a long convalescence, was, we thought, quite 
sufficient to justify a diagnosis of lupus erythematosus 
acutus disseminatus. Within thirty hours the left cornea 
perforated. The jaundice became very marked, and the 
patient was having frequent, copious, frothy, clay-colored 
stools. He was delirious at times, having delusions and 
hallucinations. The next two days the daily temperature 
fluctuated between 100 and 103.5°. The rash became 
practically confluent on the lower extremities, and the 
lesions of the trunk were covered with fine white scales, 
but the true character of those of the face was obscured 
by thé abundant beard and the vaseline used to soften 
the crusts and prevent adhesion of the eyelids. There 
were well marked hemorrhagic crusts across the bridge 
of the nose and the malar portions of the cheeks. The 
lesions covered the entire body, except the scalp, the 
palms, and soles, though present in decreased numbers 
in the axillary lines. Ultraviolet radiation was given to 
which the patient reacted violently. On the fourteenth 
day he was given 0.3 grams of neoarsphenamin intra- 
venously. Since a slight improvement was noted, this 
was followed by 0.45 grams the next day. 
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Bronchial pneumonia developed and death occurred 
twenty days after the onset. 


Autopsy twelve hours later: After the beard and crusts 
had been removed from the face, the character of the 
facial lesions was more definite. On each cheek was a 
spot about 3x4 cm., extending over the bridge of the nose 
in typical butterfly fashion. Removal of these crusts re- 
vealed raw surfaces where the skin had been destroyed. 


The viscera were all intensely bile-stained, and there 
was marked enlargement of the liver and spleen. Nu- 
merous small, hard, darkly pigmented glands one-eighth 
to one-quarter-inch in diameter were found in the omen- 
tum and the mesentery of the large intestine. The glands 
of the small intestine did not show this pigmentation. 


Doctor Jean Oliver of the Department of Pathology, 
Stanford’ University Medical School, made a complete 
study of the specimens, but found no evidence of tuber- 
culosis, and reported the changes in the skin as follows: 

“Sections of the skin show a marked atrophy of the 
epidermis with thinning of the epithelial layer and 
obliteration of the papillae. In some places there is a 
hypertrophy of the horny layer; in others it is of normal 
thickness. Occasionally the epithelium is entirely missing, 
leaving a bare surface. In the dermis and corium there 
are evidences of a chronic inflammatory process con- 
sisting of an increase in the connective tissue, but very 
little ‘round cell’ infiltration. In one section there is a 
small abscess near a hair follicle, otherwise nothing sig- 
nificant.” 


MORPHOLOGY 


Lupus erythematosus acutus disseminatus_re- 
sembles the erythema multiforme type of dermatosis, 
and there is a decided tendency to consider this con- 
dition as belonging to that group. Certain it is that 
the type of eruption may and usually does vary de- 
cidedly in different cases, and may present almost 
any type of eruption from a macule to bullae, or 
there may be purpuric oozings or telangiectatic 
lesions such as in the case reported by Robertson 
and Klauder. In this case the lesions began on the 
breast and were of a bright red maculopapular type, 
which spread in great numbers within three hours 
over the chest, abdomen, back and neck, with but 
few on the face. They were maculopapular in char- 
acter, bright red, distinctly elevated above the sur- 
face, and firm to the touch, remaining for the most 
part discrete, not fading upon pressure, and persist- 
ing with fresh outcroppings on the lower abdomen 
and legs. The case resembled spotted fever more 
than any other disease. The eruption over the 
trunk and extremities changed but little, except to 
become a darker red. In the older lesions, a fine, 
yellowish white scale was present, although over 
the legs a new crop developed without the earlier 
ones fading away. Upon the face the lesions were 
different, those over the nose, cheeks and forehead 
beginning as a macular eruption, which soon coal- 
esced, becoming raised and covered with dark red, 
scaly crusts, undoubtedly due to capillary oozing. 
These incrustations were more marked on the nose, 
and extended over both cheeks, and to a lesser ex- 
tent over the forehead. The blood-stained incrusta- 
tions over the nose and cheeks formed a solid mass 
with no normal areas of skin. Loose, scale-like 
crusts continued to be formed, and at necropsy, 
when the entire crust was removed, almost com- 
plete destruction of the skin was found, although 
there were a few irregular islands of the inner layer 
of the skin remaining. The lips were covered with 
bloody crusts which the patient rubbed away occa- 
sionally, leaving an oozing surface. 
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Over the right breast and on the right arm, there 
were two areas 3.5x4.0 cms., over which there was 
a large, thick, brownish lesion, raised 5.3 cm. above 
the surface. ’ 

Over the forehead were rather dirty, grayish 
crusts, which tended to disquamate. The scalp was 
entirely free from lesions. Scar tissue and areas of 
alopecia were not found, indicating previous lesions. 

The palms of the hands and soles of the feet were 
free from lesions. 


SYMPTOMATOLOGY 


From case histories, the acuteness of the onset, 
severity and progression of skin lesions and con- 
stitutional symptoms vary widely. Temperature is 
present in the acute cases, and in this instance was 
not unlike typhoid in its step-like rise; in fact a diag- 
nosis of typhoid had been made during two previous 
attacks, and the patient stated that “you need not 


call this typhoid, as I have been placed in the hos- 


pital and had blood cultures and Widals made sev- 
eral times, before the doctors could be convinced 
that I did not have typhoid.” The temperature 
after the first week became irregular, and was what 
one might expect in a septic condition. 

The leucopenia was present on the first day of 
temperature, being 2300, but became gradually 
higher, as the septic condition increased, reaching 
7000 before death, with a normal differential count. 
Leucopenia seems to be a rather constant finding, 
and in a case reported by Goeckerman was 1800. 

Jaundice occurred early and became gradually 
deeper, until the patient became intensely icteric. 
We have not noted this in other case reports. 

Delirium occurred on the tenth day, similar to 
the low muttering type of typhoid, becoming grad- 
ually more marked until death. 

Ulceration of the cornea occurred on the ninth 
day and, as far as we could determine, it did not 
result from trauma, but seemed to be the result of 
an infection of the cornea which finally perforated, 
producing an extrusion of the contents of the an- 
terior chamber. Smears showed some pus cells, a 
few staphylococci, and an occasional Grampositive 
diplobacillus. 

Early there was marked purulent discharge from 
under the prepuce, which was abundant and con- 
tained staphylococci and diplobacilli. 

Stools on the eighth day became gray, and six 
days before he died they became voluminous and 
butter-like in character, denoting marked pancre- 
atic insufficiency. 

Because of the severity of the lesions in the mouth, 
food could not be given although local applications 
of butyn, anesthesin, etc., were used. Rectal feed- 
ing was resorted to until the patient became men- 
tally confused, after which he took liquid nourish- 
ment fairly well, until three days before death. 


PATHOGENESIS 


The pathogenesis has never been satisfactorily de- 
termined. Glandular tuberculosis has been, for a 
long time, considered an essential etiological factor, 
but many cases do not show evidence of tubercu- 
losis at necropsy, although there undoubtedly does 
exist in the majority of cases autopsied sufficient 
evidence of tuberculosis to warrant this factor being 
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of decided importance. Clinically, active tuberculosis 
is not a necessary feature upon which a diagnosis 
should be based, as it is not demonstrated in the 
average case. It is interesting to observe the warn- 
ings against the use of tuberculin as a diagnostic 
or theraputic agent because of the marked suscepti- 
bility which some of these cases exhibit. Ravogli 
has reported a fatal case from the administration of 
.001 mg. of tuberculin as a diagnostic measure. 


Stokes states that “glandular tuberculosis has 
been prominent in cases studied by him, and sug- 
gests the hypothesis that, when septic infection cre- 
ates the hypersensitiveness, the result of a hema- 
togenous infection by tubercle bacilli is a tuberculid, 
while when tuberculosis creates the hypersensitive- 
ness the result of a streptococcal or septic invasion 
is disseminate lupus erythematosus.” 


The clinical picture presented in this case was 
that of a steadily progressing sepsis, against which 
the patient did not seem to have any resistance. The 
occurrence of nephritis as pointed out by Keith and 
Rowntree is of interest as being either an accom- 
paniment or an etiological factor in this condition. 
Scholtz considers that pyonephrosis was the casual 
factor in his case. Our case has a persistent trace 
of albumin with an occasional hyalin and granular 
cast, and we have concluded that the kidney did 
not present any abnormality not easily accounted 
for by the general toxemia. 


The outstanding thing which seemed to initiate 
the symptoms in this case was the extraction of the 
left lower first molar. No evidence of healing was 
present at the onset of temperature two weeks later, 
although a curetment of the alveolar fossa had been 
done one week after extraction. 


Smears invariably showed the ordinary bacteria 
found in the mouth with a few fuso-spirallary or- 
ganisms, but at no time was there a predominating 
organism. 

Goeckerman cites three cases in which removal of 
a tooth had resulted in a stuporous state. 


Treatment is usually not of particular value in 
altering the course of the acute type. In this case 
quinine and sedatives were used early. Neoarsphena- 
mine was used in an effort to clear up the condition 
of the mouth. 


Goeckerman, assuming a glandular tuberculosis, 
treated one of his cases with deep roentgen ray 
therapy, with excellent results. In this patient, be- 
cause of the severity of his symptoms, x-ray was 
not used. 


DISCUSSION 


V. R. Mason, M. D. (Pacific Mutual Building, Los 
Angeles)—The authors have summarized the literature 
and stated many of the interesting problems presented 
by this disease. I have been struck by the similarity 
of the clinical picture presented by the reported instances 
of the disease. The only important variable seems to be 
the duration of the malady. This circumstance in the 
present state of our knowledge favors the assumption 
that we are dealing with a clinical entity and not with a 
peculiar reaction to a variety of causes. The patients 
seem to have acquired increased susceptibility to tuber- 
culin, vaccines and minor infections and I believe we 
should consider this phenomenon as an important symp- 
tom of the disease. Moreover, if this is true, it would 


explain the frequency and seriousness of secondary com- 
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plications which are usually the direct cause of death of 
patients suffering from the malady. 

It has been observed and confirmed that in certain 
instances of this disease human tubercle bacilli may be 
present in lymph glands which are not the seat of tubercle 
formation. This may be explained by the unique “hyper- 
allergic” reaction of these patients to tuberculin. In such 
instances we should expect marked constitutional reaction 
with little tubercle formation. 


SAMUEL AyERS, Jr., M. D. (Westlake Professional 
Building, Los Angeles)—The acute disseminated type of 
lupus erythematosus is a rare disease and my personal 
experience with it is meager. One of the most striking 
facts is the apparent inadequacy of pathological findings. 
Two recent cases with necropsy findings reported by 
Keefer and Felty showed abdominal tuberculous glands 
as the only pathological findings of note, and in one of 
these cases tubercle bacilli of the human type were recov- 
ered from a lymph gland, which did not show the histo- 
logic lesions characteristic of tuberculosis. 

Foci of infection of a non-tuberculous type certainly 
play an important etiological role in the ordinary sub- 
acute or chronic types of lupus erythematosus. I have 
one striking example of this in a woman who developed 
a rather acute facial lupus erythematosus with classical 
symptoms, in whom chronically infected tonsils were found 
After persisting some months the eruption cleared imme- 
diately following tonsillectomy—in fact before the patient 
had fully recovered from the operation—and has not 
recurred during the past three years. All possible foci 
of infection should be searched for in all types of lupus 
erythematosus—tonsils, teeth, sinuses, prostate, intestinal 


tract, kidneys, bladder, etc., as well as tuberculous glands 
and other tuberculous foci. 


CLINICAL ASPECTS OF INTESTINAL 
PROTOZOIASIS 


By Anprew Bontutus,* M. D., Pasadena 


Pathogenic parasitic protozoan infections, like bacterial 
infections, often exist indefinitely in a host without pro- 
ducing symptoms; often they cause such mild symptoms as 
to escape complaint by the patient; and often the chronic 
or secondary symptoms are so atypical and indefinite, and 
so far remote from the actual seat of infection, that the 
etiologic cause may escape the attention of the physician. 

The presence of pathogenic protozoa or their cysts is 
the only sure proof of the infection. 

No patient can be declared cured of intestinal pro- 
tozoiasis unless, in addition to clinical improvement, the 
stools remain negative upon successive periodic examina- 
tions for at least a year. 

Discussion by H. E. Butka, Los Angeles; R. Manning 
Clarke, Los Angeles; Herbert Gunn, San Francisco, and 
John V. Barrow, Los Angeles. 


y* this paper I purpose to discuss chiefly the 
secondary manifestations, diagnosis, and treatment 
of intestinal protozoiasis. The parasitic protozoa 
included in this consideration are the amceba dysen- 
teriz, balantidium coli, giardia or lamblia, chilo- 
mastix, trichomonas, pentatrichomonas, cragia, and 
councilmania. Each of these, independently or to- 
gether with one or more of the others, can and often 
does cause strikingly similar secondary manifestations. 


“Entamoebic dysentery is an acute or chronic 
specific disease of the intestine, caused most com- 
monly by entameeba histolytica, but in some in- 
stances, possibly, by other species. These entamaeba 


*Andrew Bonthius (314 Professional Building, Pasadena), 
M. D. Northwestern University, Chicago. Practice limited 
to internal medicine. Hospital connections: Los Angeles 
General Hospital, Pasadena Dispensary. Appointments: 
Consulting surgeon, U. S. P. H. S., Ancoy, China, 1910- 
1913; Hope and Whilelmenia Hospitals, Ancoy, China, 
1910-1913; Broadway Dispensary, University of California, 
Los Angeles. 
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enter the intestines with food or water and produce 
colitis and extreme enteritis, characterized by the 
passage of frequent ‘motions, which generally contain 
blood and mucus and are associated with abdominal 
pain and tenesmus. At times they also produce 
abscesses in the liver and other parts of the body.” 
One may quite correctly add that the above-men- 
tioned parasites, alone or together, may cause the 
same clinical symptoms. 


This definition by Castellani is quite similar to 
definitions given by several other authors. It is satis- 
factory for the acute type, but very often the chronic 
type, or secondary stage, is not characterized by all 
or even by any of these symptoms. Not every patient 
whose intestinal tract is invaded by these parasites 
develops dysentery, severe, mild, or at all. Many go 
through what may be termed the first stage of 
invasion by amoeba without any, or at most, insignifi- 
cantly mild, symptoms, and pass on to what I choose 
to call the secondary stage with its manifestations. 

All authorities agree that, under certain condi- 
tions, focal infection may exist from one to twenty 
or more years, during which it may be latent, inter- 
mittently active, and later continuously so, depend- 
ing upon the changed virulence of the irivader, and 
the loss of immunity by the patient, or both. 
Secondary lesions of focal infection may occur so 
slowly as to induce no symptoms, and the patient 
may be unaware of anemia, nephritis, endarteritis, 
until an advanced stage of invalidism is reached. 
Rosenow has proved that streptococci in focal infec- 
tions are not only pathogenic but often possess truly 
remarkable specificity, for certain organs or cells of 
the body, as the gall-bladder, stomach, appendix, 
muscles, kidneys, nerves or heart. 

It has been generally accepted as true that bacterial 
infection may exist indefinitely in a host before pro- 
ducing clinical symptoms and causing symptoms far 
remote from the actual seat of infection. Why can 
this not logically hold true for pathogenic parasitic 
infections also? 

From my observations of a series of seventy-four 
cases with positive parasitic findings, I am of the 
opinion that bacteria and parasites invade and effect 
their hosts much alike. This is particularly true 
of the type of infection most frequently encountered 
in Caucasians in temperature climates. 

My seventy-four patients included those from 
3 to 70 years of age; thirty-three were females, 
forty-one males; forty-nine had lived from one to 
thirty years in the Orient, two had spent consider- 
able time in Europe, the others had never been out 
of the United States. 

The most frequent complaint offered by these 
patients was general indisposition, tiredness, exhaus- 
tion, lack of energy, in other words — asthenia. 
Fifty-one of the seventy-four gave this as their major 
complaint. The asthenia is extremely varied in 
degree and type. 

Case 1—Male; 45; previous history unsuggestive. He 
complained of “all-tired-out” feeling, a “lead cap” head- 
ache and indigestion with distress after eating and loss 
of appetite. 

Physical examination revealed no positive evidence of 
trouble other than severe pain on deep gentle pressure in 
the gall-bladder region and a generalized mild icterus. 


Microscopic examination of feces revealed councilmania. 
The patient was given the Weir-Mitchell rest treatment 
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for five weeks under the most favorable conditions and 
surroundings. At the same time, specific treatment 
(described later) for parasites was carried out. The 
patient made some, but not a complete recovery. The 
lead cap headache almost entirely left and strength 
returned to a large degree. But icterus and pain in the 
gall-bladder region continued as before. The gall-bladder 
was removed and found to be a chronic cholecystitis. No 
parasites were found in the gall-bladder contents. 


This case is of interest because of the lead cap 
headache, which was very distressing; and because 
of chronic cholecystitis, which quite probably was 
secondary to the primary parasitic infection of the 
intestine. Had I not given the specific treatment 
before the cholecystectomy was performed, I might 
have fotind the parasites in the gall-bladder contents. 
As it was, the intestinal infection was cleared up and 
the effects of the gall-bladder infection persisted, just 
as is usually the case when chronic cholecystitis is 
secondary to a typhoid infection decades before, or 
to pneumonia or appendicitis or any focal infection 
anywhere else. 


In this series I have encountered three patients 
with almost unbearable headache. Other patients 
developed a secondary cholecystitis, and one appen- 
dicitis. In the latter instances the diseased parts had 
to be resected after the specific treatment was com- 
pleted. The specific treatment usually will eradicate 
the parasites, but it cannot correct the pathologic 
results caused by them. 


Case 2—A physician, 50 years of age, gave a history of 
having had an attack of dysentery years ago, while 
residing in the Orient, but had since then been constipated 
most of the time. His only complaint was a lack of 
ambition and the almost constant desire to sleep. Past 
and present history were otherwise negative. 

Chilomastix and. entameba dysenterie were found. 
Specific treatment was given and the patient states that 
he is now enjoying his work to the full and the morbid 
somnolence has left him. 

Case 3—A nurse and the mother of two children. She 
had lived in the Orient. She was rugged and apparently 
quite well, but complained that she had not felt equal to 
her domestic responsibilities for the past year and tired 
very quickly, which she had never done before. She gave 
no history of diarrhea. 

Giardia, entemeba dysenteriz, councilmania and trichuris 
were found. Specific treatment was given and now she 
feels fully recovered. 

Case 4—Governess, 66 years of age, had traveled 
extensively for years in this country and in Europe. A 
physician in another city had told her she probably had a 
neoplasm in her abdomen and should have an x-ray. 
Because she preferred to be cared for in Pasadena he 
referred her to me. I found her past history negative 
and the physical findings negative with the exception of a 
decided thickening of the walls of the palpable parts of 
the colon. She came stating that she felt so “all-in” that 
she didn’t care to live any longer. After specific treatment 
was started and nearly completed, she was able to resume 
her usual work with normal vigor. 

Osteoarthritis is a symptom commonly encountered. 

Case 5—A Mexican woman, about seventy, with 
advanced articular deformities of hands and feet, accom- 
panied by almost constant rheumatic pain flashing up and 
down her arms and legs, obviously of long standing. 

Councilmania and entameba dysenterie were found. 
The specific routine treatment has been completed and she 
reports some relief from the pain. However, it is very 
questionable that we can give this patient any permanent 
relief. Her treatment will be continued .over a period of 
time longer than usual and the results noted. 


This is the type that Ely classifies as the second 


great type of chronic arthritis. It is characterized by 
cartilaginous and bony outgrowths at the margins of 
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the articular cartilages. The disease is common and 
is known by many names, such as osteoarthritis, 
hypertrophic-arthritis, degenerative arthritis, senile 
arthritis. Ely states that “chronic arthritis of the 
great second type is caused by some form of non- 
bacterial organism, probably a protozoan, which, 
domiciled in the gastro-intestinal tract, gains access 
to the system through the foci of osteomyelitis about 
the roots of the teeth and causes an aseptic necrosis 
in the marrow in the region of the joints.” The 
striking feature about this series is not the presence, 
but the absence of dysenteric symptoms following 
inflammation of the large or small intestine or both. 
In fact, only one of my patients had these classical 
symptoms, which in this instance were caused by 
chilomastix. A second patient gave a history of alter- 
nating periods of loose movements and periods of 
well-formed ones. A third gave a history of large 
mucous casts passing frequently, but she was 
habitually constipated. The remaining seventy-one, 
with only a few exceptions, stated that they were 
constipated. The term, dysentery, is a misleading 
one and a misnomer when applied to the secondary 
stage of these infections. 


The most important finding is that pathogenic 
varieties of protozoa were present in every patient. 
But so are some of these parasites present in 
apparently normal individuals without producing 
symptoms, you may say. That is true and so are 
there individuals, enjoying apparent good _ health, 
who are the hosts to the spirochetes, diphtheria 
bacilli, tubercle bacilli, or other microbes. The 
resistance of an individual to a given infecting agent 
does not assure the nonpathogenicity of that same 
germ when invading another host, particularly one 
with a low resistance. 


It is not always easy to find the parasites. If a 
warm stool can be examined, and the ameba or 
flagellates can be seen in motion, the diagnosis is 
easy. This, however, is often impossible, often un- 
reliable and unnecessary. The specimens may be 
examined cold and the cysts be seen with eosin 
iodine stain. But this necessitates some precaution. 
The specimen should be kept in a_ uniform 
moderately warm temperature and in a moist condi- 
tion. The ameba die quickly when exposed to the 
open air and some cysts disintegrate very quickly 
under atmospheric and thermal changes and putre- 
factive gases. 


The specimens of my patients are all examined in 
my own laboratory. The fresh specimens are 
examined and permanent slides are made for more 
careful study. Specimens are also sent to Professor 
Kofoid for a check on my work. I am greatly in- 
debted to Professors Kofoid and Swezy, with whom 
I studied, for my training and for their unselfish 
assistance in differential diagnosis of the parasites. 

Several times when my findings were positive, 
negative reports were returned from Kofoid; and 
there were instances when I did not find any 


parasites, but Kofoid did. At first, I concluded that 
I had made a mistake, which is easy to do, because 
it is not always easy to differentiate an ameba dysen- 
teriz from a coli, beutschilli or some others. 

One patient had a heavy infection of very motile 
chilomastix. The six consecutive specimens were 
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heavily loaded. Kofoid reported negative for all of 
them. Six specimens from each of eight other patients 
were found positive in my laboratory and negative 
by Kofoid. Later, I sent a permanently stained slide 
made from the fresh specimens of each of these eight 
patients, and one additional one, to Kofoid’s labora- 
tory; they reported that five of the nine specimens 
were positive and the other four slides were not 
stained satisfactorily. 


The discrepancies between the reports from the 
University of California laboratories and my own 
are no reflection on the reliability of the work in 
either instance. It only means that the parasites often 
die or their cysts disintegrate easily under changing 
conditions, and, therefore, the sooner the specimen 
can be examined the more reliable will be the 
findings. 

Then, too, it is important to bear in mind that 
not every intestine infected with parasites yields 
parasites or their cysts with every bowel movement. 
Frequently a patient may present entirely negative 
specimens for days and then, without any known 
cause, the specimen will again be heavily infected. 
One patient whose symptoms and clinical history 
were quite positively due to parasitic infection, had 
negative specimens for twenty-two consecutive days. 
The twenty-third day the specimen was _ heavily 
infected with chilomastix. One or two negative speci- 
mens are not sufficient for a diognosis of the absence 
of intestinal parasites. 


The treatment of patients with intestinal pro- 
tozoiasis should be by the intensive employment of 
some form of ipecac and arsenic in conjunction with 
thorough bowel irrigations. 

Ipecac may be given in powdered form; in cap- 
sules, salol coated; in fluid extract—drachm doses— 
through the duodenal tube; or in the form of 
emetine hydrochloride—one-third gr. to two-thirds 
gr. doses—subcutaneously, intramuscularly or intra- 
venously. Intravenously is the best method and the 
least annoying to the patient. The dose should be 
given once daily for twelve or fourteen days in 
succession. It should be borne in mind, however, that 
ipecac or its derivaties, has no therapeutic value in 
the treatment of the flagellates. 

It is well, at the beginning of the treatment, to 
inform the patient of the toxic effects of ipecac, 
because patients commonly complain of a general 
more or less extreme fatigue, which may develop into 
a real myalgia, especially of the leg muscles. Fre- 
quently patients complain of severe sacro-iliac dis- 
tress. Two of my patients developed a severe cardiac 
myalgia and insufficiency. The above mentioned 
symptoms usually begin to appear about the second 


week of the ipecac treatment and begin to disappear 


soon after the administration of the drug is discon- 
tinued, though for weeks later the patient may still 
complain of a degree of this distress. Some patients 
needed to be confined to their beds during treatment. 

After the course of ipecac has been completed, 
arsphenamine or neoarsphenamine is administered 
intravenously, beginning with 0.30 gm. and increas- 
ing to from 0.60 to 0.90 gm. From four to six doses 
are given from five to seven days apart. 

Some have given neoarsphenamine through the 
duodenal tube for the treatment of giardia. Mehr- 
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tens has shown that when doses, 4.0 gm. are given 
in the rectum a very large amount is absorbed into 
the blood and eliminated in the urine. Some treat 
children by giving the arsphenamine per rectum. 
Kantor believes that we have in arsphenamine or 
neoarsphenamine therapy a precise and effective 
method of reaching susceptible protozoan parasites 
no matter how deeply they invade the intestinal or 
biliary mucosa. 


Bismuth emetine iodide is given in 3.0 gr. doses 
nightly until 42.0 grs. are taken. This is best dis- 
pensed in double capsules, salol coated, and taken at 
bedtime. This drug may be given simultaneously as 
the course of arsphenamine is being given or after 
it is completed. 


The use of mercurochrome in 3.0 gr. doses daily 
for from ten to fourteen days has been reported as a 
successful method of treatment. 

Enema containing parasiticidal drugs such as qui- 
nine, camphor bichloride and coal-oil, have been 
recommended. If we could be certain that the para- 
sites confined themselves to the large bowel, there 
might be considerable good results obtained from 
such enemas. But it is well known that these para- 
sites infect any or every portion of the intestinal 
tract, including gall-bladder and appendix. 

Therefore, I prefer to use duodenal irrigation, not 
lavage but irrigation, using one and a half quarts 
physiologic salt solution. This is given every day for 
three weeks, every other day for three weeks, twice 
a week for two weeks, and then indefinitely once a 
week if the patient is troubled with constipation. 
This method flushes the entire intestinal canal, small 
and large, in about half an hour and does not exhaust 
the patient. This is a practical procedure from the 
standpoint of the patient. Every patient, almost with- 
out exception, can be taught to swallow and pass the 
tube into the duodenum, and then, to take the 
duodenal irrigation at home. 

After the treatment has been completed examina- 
tions of the stools should be repeated. If a series of 
at least six specimens be negative, further examina- 
tion may be postponed for three months. If, by then, 
the parasites and symptoms have reappeared, the 
routine treatment should be repeated. If the 
symptoms have completely disappeared or have been 
arrested and series of examinations at three months’ 
intervals over a period of a year are negative, the 
patient may be declared cured. 

It is not uncommon to find the parasites again 
several months after a course of treatment has been 
completed. Frequently it will be necessary to keep 
the patient under treatment for from six to twelve 
months. The treatment of patients infected with 
intestinal protozoa often must be intensive, persistent 
and extended, in order to accomplish eradication. 
Some patients are never completely freed of the 
parasites ; but in spite of this the treatment may effect 
marked improvement. 


1. The secondary manifestations of protozoan 
infection vary widely. 
CONCLUSIONS 


‘2. The presence of the pathogenic parasites or 
their cysts is the only sure proof of the infection. A 
series of not less than six specimens should be 
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examined before a negative diagnosis is considered 
established. 


3. The recognized specific treatment is ipecac 
and arsenic in their various forms, and intestinal 
flushing over a definite period of time. 


4. No patient can be declared cured unless the 
symptoms have discontinued and the stools remained 
negative over a period of a year. 


5. One course of treatment may not effect com- 
plete eradication of the parasite. 


6. Protozoan infections must be considered in 
our differential diagnosis just as bacterial infections 
are. 


DISCUSSION 


H. E. Butxa, M.D. (White Memorial Hospital, Los 
Angeles)—The subject of intestinal parasites especially 
appeals to me. Opinions as to the role of the flagellates 
and certain ameba varies. It is not difficult to convince 
ourselves of the pathogenicity of the various cestodes and 
nematodes and flukes when found in the intestinal tract, 
yet we find many times these parasites may not produce 
clinical symptoms. But when we come to the smaller 
microscopic parasites the same difficulty exists as once 
existed in convincing the world of the pathogenicity of 
certain bacteria. 


My experience with intestinal parasites during the last 
few years convinces me that in most instances there are 
definite clinical symptoms associated with the presence of 
these parasites. These may be manifested by diarrheal 
conditions, gastro-intestinal disorders of a periodic type, 
neurologic symptoms, or general constitutional symptoms. 
As in infestation with entameba histolytica, there are fre- 
quently periods of inactivity on the part of the parasites, 
and it is these periods of absence of symptomatology that 
some physicians point to as proof of their non- 
pathogenicity. 


R. MANNING CLARKE, M.D. (606 South Hill Street, Los 
Angeles)—I have very much enjoyed this excellent paper 
by Doctor Bonthius, which so ably discusses the intestinal 
protozoa. The question of diagnosis is always a hard one 
in these cases, and I agree with Bonthius, in the matter of 
urging frequent and repeated examination of stools. It 
often happens that one examination of a stool is made and 
a diagnosis of no parasites given. This is certainly pre- 
posterous. I have enjoyed this evening hearing Bonthius 
urge the matter of repeated and frequent stool examina- 
tions before it is decided that there are no parasites 
present. 


Regarding the pathogenicity of some ameba there is no 
difference of opinion. However, regarding some of the 
flagellates, such as the chilomastic, there is some differ- 
ence of opinion regarding their pathogenicity. I know of 
many most able writers who believe that such parasites as 
the chilomastix are present as some result of some other 
condition that excites inflammation or trouble in the tract. 
For instance, I have seen patients with ulcer put on 
Sippy management, keeping the hydrochloric acid con- 
trolled by alkaline powders given by mouth. After this 
has attained for a certain length of time, I have seen 
chilomastix and other flagellates appear in the stools only 
to disappear again after the alkaline treatment had been 
stopped and the hydrochloric acid allowed to reappear in 
the stomach. 


I recently had a case of amebic dysentery that had also 
a large number of chilomastix. As soon as the ameba 
disappeared there was “no more trouble with the 
chilomastix. In British literature this idea prevails more 
than it does among American writers. Personally, I am 
rather inclined to their point of view, although I am not 
prepared to back it up entirely. There is much more yet 
for all of us to learn regarding this subject. 


I feel there is nothing to be added to what Bonthius 
has given us about treatment. Certainly stools should be 
examined repeatedly and painstakingly. To give a patient 
one round of emetine treatment and turn him loose with 
the assurance that he is well is wrong. All of us have 
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seen this done and have also encountered the resulting 
disappointment on the part of the patient. 


Hersert Gunn, M.D. (350 Post Street, San Francisco) 
—During the past few years considerable interest has 
been evinced by the medical profession in the subject of 
protozoan infections of the intestinal tract and much has 
been added to our knowledge of the subject. However, 
nothing has been adduced up to the present time to 
warrant the assumption that all protozoa found in the 
stools are pathogenic. The pathogenicity of entameba 
histolytica is, of course, well recognized. 


Entameba coli is generally accepted as being non- 
pathogenic, which is, I believe, usually the case. Occa- 
sionally entameba coli infections apparently produce 
symptoms usually of a non-dysenteric character which are 
relieved by eradication of the parasites. However, in 
such cases the possibility of the presence of an undemon- 
strated entameba histolytica must be taken into 
consideration. 


The ameba referred to by Bonthius as a councilmania 
can safely be considered as a coli. The flagellates are, in 
my opinion, usually harmless and if any symptoms are 
produced by them they are transitory and indefinite. There 
certainly is no warrant for the wholesale incrimination of 
these parasites for the numerous symptoms often ascribed 
to them. It is fortunate that the flagellates are practically 
harmless for we have had no drugs which will destroy 
them. 


There is certainly not the slightest foundation for the 
belief that arsphenamine or neoarsphenamine combined 
with ipecac, or its derivatives, has any destructive effect 
on intestinal protozoa other than amebe. 

During the past twelve years I have used ipecac and 
emetin combined with salvarsan and neosalvarsan for 
the treatment of amebiasis on several hundred cases, and 
these drugs have not had the slightest effect on any of the 
flagellates as far as their eradication was concerned. 

It may be possible that treatment is indicated in indivi- 
dual cases for flagellate infections, but I can find no 
justification for the general treatment of all such cases. 


Joun V. Barrow, M.D. (2007 Wilshire Boulevard, Los 
Angeles)—I wish to welcome Doctor Bonthius’ paper on 
protozoa and to emphasize a few of the points we have 
been struggling to bring out for years. 


There is not much criticism to be offered in his presen- 
tation. The subject matter brings up points of disagree- 
ment among clinicians because of the varying clinical 
experiences each one has had in the treatment of these dis- 
eased persons. The clinical picture drawn by Castellani 
can certainly be produced by several of the protozoa, 
either singly or collectively, and the clearing up of these 
infections results in better health to everyone treated. 


I am sorry Bonthius has not given the blood pictures in 
his cases. The white cell count with the differential, in 
my experience, is certainly significant as has been recorded 
in the literature previously. 

There’is no doubt that arthritic cases improve generally 
in proportion to the success we have in ridding them of 
these parasites. I think the argument here is logical and 
based on correct clinical facts. We must wait for chemistry 
and biology to prove this point. The only facts we have 
at present are clinical. There is not one vestige of 
laboratory work against the contention. Clinical evidence 
should have the right-of-way until there is at least some 
other evidence against it. Like Mark Twain's death, the 
myocardial weakness produced by ipecac and emetin has 
been very much exaggerated. I certainly do urge the 
treatment of all protozoan cases, ffagellates, as well as 
the amebas. The fact that the organisms are difficult to 
eradicate is taken to mean that they are non-pathogenic, 
but it must be remembered that certain spirochetes and 
tubercle bacilli are difficult to eradicate. 

The symptomatology of protozoan infection is indefinite, 
but not transitory. The organisms are chronic and the 
change in the system produced by them is a decided 
clinical imbalance which clears up generally when the 
parasites are gone. It is logical that these organisms may 
be present for years before this imbalance is produced. 

I am glad that Bonthius has discussed much of the 
treatment. I believe the arsenic preparations are destruc- 
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tive to the giardia in the duodenum. From my experience, 
neo-arsphenamine into the vein is not particularly harm- 
ful to the amoeba. Stovarsol internally has been much 
more efficacious in my cases. 

We shall advance rapidly in treatment as well as in 
pathological proof of the harmfulness of these organisms, 
when someone cultivates them in pure culture. What we 
need is their isolation and culture in the same manner we 
cultivate typhoid and diphtheria organisms. At present 
the clinical expression of these parasites should lead us 
in regard to their treatment. 


I have no sympathy with the contention that only one 
organism, the ameba, out of the great group of protozoa 
can be harmful to mankind. That contention would be 
analogous to claiming that there is only one insect in- 
jurious to farm crops. 


RICKETS 


Langley Porter, who has been in Europe traveling and 
studying for over a year, sends the following resumé of 
our knowledge of rickets—Enviror. 


Rickets is a disease affecting all the bodily tissues, 
especially the osseous, the nervous, the muscular, and 
the epithelial. The changes in the bones are the most 
visible, especially in the earlier stages of the disorder. 
For this reason and also because the x-ray can be 
used to record even the earliest of such changes 
rachitic anomalies of ossification and of bone struc- 
ture have been much studied also. The fact that 
extreme degrees of bony change lead to deformities 
that interfere with skeletal function lends further 
interest to studies of the osseous changes in this 
disease. 


The changes in the nervous tissues tend to estab- 
lish conditions of heightened irritability and 
diminished inhibition; conditions that are the basis 
of the clinical entity which is called tetany and whose 
symptoms are ready access of convulsive seizures, 
facial irritability, carpopedal spasm, laryngo spasm, 
emotional instability and anomalies of behavior. 
These discernable tissue changes are, however, the 
results of an alteration of metabolism which is 
revealed by a change in the ratio of calcium to 
phosphorus in the blood serum and by a decrease in 
its contained bases, a relative acidosis. This meta- 
bolic imbalance is brought about by some noxious 
influence acting on the rapidly growing tissues. 
Present opinion holds that this noxious influence is 
permitted to act because the body receives an in- 
sufficient stimulation of radiant energy, especially of 
that form of radiant energy which emanates from 
the violet part of the spectrum in waves of a length 
close to 300 mm. Such radiant energy appears to 
be essential in order that the chemistry of the tissues 
should proceed with optimum energy and the meta- 
bolism produce normal growth. 


The radiant energy is received directly from the 
impingement of sunlight on the body and indirectly 
from accessory foodstuffs, especially the fats and the 
green leaf vegetables in which it is stored in static 
form. After digestion, metabolism has the power to 
transform this static energy to dynamic in a form 
that acts on the chemical events that happen in the 
body in such a way that it increases their speed and 
vigor. Apparently, through the aid of these acces- 
sory foodstuffs which we call vitamines, the whole 
series of oxidations and reductions which constitute 
life is speeded up and perfected. Apparently each 


CALIFORNIA AND WESTERN MEDICINE 361 


grown individual has his own quantitative need for 
such radiant energy. If he fails to receive all that 
he needs, he develops rickets. 


In most latitudes under usual conditions of 
housing, climate and clothing, the direct radiations 
that reach the growing human do not suffice to 
supply his optimum needs, therefore, it becomes 
necessary to make up the lack by the ingestion of 
such foodstuffs as have the radiant energy stored in 
the forms we call vitamines. An especially rich 
source lies in cod-liver oil. The fats of milk, from 
properly housed and pasture-fed cattle, and the green 
leaf vegetables, are the most dependable and avail- 
able sources of supply. 


Recently, apparently successful attempts have been 
made to increase the radiant energy content (vitamin 
value) of such foodstuffs by subjecting them to the 
influence of violet-rays originating in mercury vapor 
lamps and quartz lenses. The winter season and 
substances suspended in the atmosphere such as fog, 
cloud, smoke and rain, may prevent a large part of 
the violet emanations from reaching the human 
body. Window-glass and the usual clothing provide 
further hindrances. For these reasons it is necessary, 
especially during the winter months, to insure to 
the growing child a full supply of vitamine con- 
taining foods. This we can do most certainly by 
feeding cod-liver oil in addition to milk fat, green 
leaf vegetables, egg yolk, and the juice of the citrus 
fruits, and the tomato. Heliotherapy, or radiation 
with mercury vapor lamps, will give an added in- 
surance against the development of rickets. It must 
not be forgotten, however, that the ingestion of an 
ample supply of antirachitic vitamine is no certain 
preventive of rickets. For the patient may be sub- 
ject to disturbances of digestion, of assimilation 
that interfere with the proper absorption and the 
utilization of vitamines. On the other hand, he may 
be the victim of some parental infection or intoxi- 
cation which hinders that acceleration or stepping 
up of metabolism which is normally consequent upon 
the influence of radiant energy, whether it be derived 
directly from light or indirectly from the supplies 
stored in the vitamine carrying foods. The con- 
sideration and cure of all such illness is imperative 
in all attempts to prevent or to cure rickets. 

384 Post Street. 


The Doctors and Other Citizens of Oakland and 
Alameda County are hosts to the California Medical 
Association at this year’s session which will be held April 
26 to May 1, 1926, inclusive. The interesting program 
which is being prepared provides for a whole week of 
social pleasures and scientific work. This ought to be 
a banner meeting of the State Association. 


MAKE YOUR RESERVATIONS NOW 
With the 


HOTEL RESERVATION COMMITTEE 
CARE OF HOTEL OAKLAND 


For the Annual Session of the California 
Medical Association 


April 26 to May 1, 1926 
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EDITORIALS 


THE SUPREME COURT DECISION IN 
LINDER VS. UNITED STATES—AS IT 
AFFECTS THE HARRISON 
NARCOTIC ACT 


Many physicians and other citizens are keenly 
interested in the full meaning of the decision (April 
13, 1925) of the United States Supreme Court con- 
struing the Harrison Narcotic Act in Linder vs. 
United States. So much disturbance was caused by 
an exciting story of this decision, published in the 
bulletin of the “White Cross,” that at our request, 
Dr. W. C. Woodward, executive secretary, Bureau 
of Legal Medicine and Legislation, American Medi- 
cal Association, prepared for us the following useful 
analysis of the whole question: 


The decision referred to in your letter of February 
2, construing the Harrison Narcotic Act, is that of 
the United States Supreme Court in Linder vs. 
United States, decided April 13, 1925. That decision 
is as binding in California as in any other part of 
the United States. It will undoubtedly add to the 
difficulties of enforcing the Harrison Narcotic Act, 
but it helps to clear up a situation often embarrassing 
to the physician and tends to relieve him of 
bureaucratic control. 


Treasury Department Regulations No. 35, re- 
lating to the importation, manufacture, production, 
compounding, sale, dispensing, and giving away of 
opium or coca leaves, their salts, derivatives, or 
preparations thereof, promulgated under the Har- 
rison Narcotic Act, provide, among other things, as 
follows: 


“Article 117. . . . An order purporting to be a 
prescription issued to an addict or habitual user of 
narcotics, not in the course of professional treat- 
ment in an attempted cure of the habit, but for the 
purpose of providing the user with narcotics suffi- 
cient to keep him comfortable in maintaining his 
customary use is not a prescription within the mean- 
ing and intent of the act; and persons filling and 
receiving drugs under such an order, as well as the 
person issuing it, will be regarded as guilty of 
violation of the law.” 

Color was given to the supposed validity of this 
regulation or instruction by decisions of the United 
States Supreme Court, namely, U. S. vs. Doremus, 
249 U. S. 93; Webb vs. U. S., 249 U. S. 96; ‘Jin 
Fuey Moy vs. U. S., 254 U. S. 189, and U. S. vs. 
Behrman, 258 U. S. 280. These decisions were 
generally construed as preventing a physician from 
giving narcotics for the relief of the sufferings of 
an addict incident to the withdrawal or insufficiency 
of his supply of narcotics, except as an incident to 
the cure of the habit and even then only when the 
patient was in confinement. The result has been 
that no matter how acute the sufferings of an addict 
might be, incident to the partial or total withdrawal 
of his drug, the average physician was afraid to do 
anything for his relief, lest he be summoned into 
court and held up to public obloquy as a “dope 
peddler.” 
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There now comes into the case one Charles O. 
Linder, of Spokane, Washington. Linder is recorded 
in the American Medical Directory as having 
graduated in 1905 from the Thompsonian Medical 
College, of Allentown, Pennsylvania, concerning 
which the directory records: “Organized in 1904. 
Extinct. No evidence to show that classes were ever 
held.” Linder, however, appears to have been reg- 
istered in the state of Washington in 1920. The 
facts of the case seem to be sufficiently stated in the 
opinion of the court, where they are quoted from the 
indictment. They charge Linder with a violation of 
the Harrison Narcotic Act on about April 1, 1922, 
at Spokane— 

“in that he did then and there knowingly, wil- 
fully and unlawfully sell, barter and give to Ida 
Casey a compound, manufacture and derivative of 
opium, to-wit: one (1) tablet of morphine and a 
compound, manufacture and derivative of coca 
leaves, to-wit: three (3) tablets of cocaine, not in 
pursuance of any written order of Ida Casey on a 
form issued for that purpose by the Commissioner 
of Internal Revenue of the United States; that the 
defendant was a duly licensed physician and reg- 
istered under the act; that Ida Casey was a person 
addicted to the habitual use of morphine and cocaine 
and known by the defendant to be so addicted ; that 
Ida Casey did not require the administration of 
either morphine or cocaine by reason of any disease 
other than such addiction; that the defendant did 
not dispense any of the drugs for the purpose of 
treating any disease or condition other than such 
addiction; that none of the drugs so dispensed by 
the defendant was administered to or intended by 
the defendant to be administered to Ida Casey by the 
defendant or any nurse, or person acting under 
the direction of the defendant; nor were any of the 
drugs consumed or intended to be consumed by Ida 
Casey in the presence of the defendant, but that all 
of the drugs were put in the possession or control 
of Ida Casey with the intention on the part of the 
defendant that Ida Casey would use the same by 
self-administration in divided doses over a period of 
time, the amount of each of said drugs dispensed 
being more than sufficient or necessary to satisfy the 
cravings of Ida Casey therefor if consumed by her 
all at one time; that Ida Casey was not in any way 
restrained or prevented from disposing of the drugs 
in any manner she saw fit and that the drugs so 
dispensed by the defendant were in the form in 
which said drugs are usually consumed by persons 
addicted to the habitual use thereof to satisfy their 
craving therefor and were adapted for consumption.” 


Linder was convicted in the District Court, East- 
ern Court of Washington. His conviction was 
affirmed by the Circuit Court of Appeals for the 
Ninth Circuit. On a writ of certiorari, Linder 
carried the case to the United States Supreme Court. 
The decision of the court may be regarded as ex- 
plaining through the written opinion,. and as under- 
taking to clarify, its previous decisions. 

The court quoted from its decision in United 
States vs. Behrman, 258 U.S. 280, and differentiated 
that case from the Linder case, in the following 
language: 


“Tt may be admitted that to prescribe a single 





March, 1926 


dose or even a number of doses, may not bring a 
physician within the penalties of the act; but what 
is here charged (in the Behrman case) is that the 
defendant physician by means of prescriptions has 
enabled one, known by him to be an addict, to obtain 
from a pharmacist the enormous number of doses 
contained in 150 grains of heroin, 360 grains of 
morphine, and 210 grains of cocaine’ — three 
thousand ordinary doses! 

“This opinion related to definitely alleged facts 
and must be so understood. The enormous quantity 
of drugs order, considered in connection with the 
recipient’s character, without explanation, seemed 
_ enough to show prohibited sales and to exclude the 
idea of bona fide professional action in the ordinary 
course. The opinion cannot be accepted as authority 
for holding that a physician, who acts bona fide and 
according to fair medical standards, may never give 
an addict moderate amounts of drugs for self-ad- 
ministration in order to relieve conditions incident 
to addiction. Enforcement of the tax demands no 
such drastic rule, and if the act had such scope it 
would certainly encounter grave constitutional 
difficulties.” 

The court then proceeded: 


“The Narcotic Law is essentially a revenue 
measure and its provisions must be _ reasonably 
applied with the primary view of enforcing the 
special tax. We find no facts alleged in the indict- 
ment sufficient to show that petitioner had done 
anything falling within definite inhibitions or suffi- 
cient materially to imperil orderly collection of 
revenue from sales. Federal power is delegated, 
and its prescribed limits must not be transcended 
even though the end seems desirable. The unfor- 
tunate condition of the recipient certainly created no 
reasonable probability that she would sell or other- 
wise dispose of the few tablets entrusted to her; and 
we cannot say that by so dispensing them the doctor 
necessarily transcended the limits of that pro- 
fessional conduct with which Congress never in- 
tended to interfere.” 

The decision in Linder vs. United States, just 
quoted from at some length, obviously does not give 
a physician free rein in the prescribing of narcotics. 
Section 2 of the Harrison Narcotic Act makes it 
unlawful for any person to sell, barter, exchange, 
or give away, any of the narcotic drugs covered by 
the act, except in pursuance of a written order of the 
person to whom such article is sold, bartered, ex- 
changed, or given, on a form to be issued in blank 
for that purpose by the Commissioner of Internal 
Revenue. Then follows an exception, providing that 
nothing contained in the section shall apply: 

“To the dispensing or distribution of any of the 
aforesaid drugs to a patient by a physician, dentist, 
or veterinary surgeon registered under this act in 
the course of his professional practice only. . . .” 

Construing this exception, the Supreme Court of 
the United States said in Jin Fuey Moy vs. United 
States, 254 U.S. 189: 

““Manifestly the phrases ‘to a patient’ and ‘in the 
course of his professional practice only’ are intended 
to confine the immunity of a registered physician, 
in dispensing the narcotic drugs mentioned in the 
act, strictly within the appropriate bounds of a 


CALIFORNIA AND WESTERN MEDICINE 363 


physician’s professional practice, and not to extend 
it to include a sale to a dealer or a distribution 
intended to cater to the appetite or satisfy the 
craving of one addicted to the use of the drug. A 
‘prescription’ issued for either of the latter purposes 
protects neither the physician who issues it nor the 
dealer who knowingly accepts and fills it.” 

As I see the situation, a physician may lawfully 
prescribe to relieve the acute sufferings of an addict 
due to the partial or total withdrawal of the drug to 
which he is addicted, or may even give a reasonable 
amount of that drug to the patient. He may not, 
however, supply more than is necessary to relieve the 
acute condition of the patient, nor, I believe, can 
he continue daily to supply enough to relieve such 
acute conditions as they arise from day to day. Nor 
can a physician, I believe, lawfully prescribe even 
to relieve the sufferings of an addict who he be- 
lieves is using those sufferings for the purpose of 
obtaining supplies of narcotic drugs from two or 
more physicians. The distinction is to be drawn be- 
tween prescribing or dispensing to relieve acute 
suffering, and prescribing or dispensing merely to 
cater to the appetite. If a physician prescribes or 
dispenses merely to cater to the appetite, he is vio- 
lating the Harrison Narcotic Act; but the difficulty 
in these cases for the prosecuting officers to convince 
the jury beyond a reasonable doubt that the phy- 
sician prescribed for that purpose and not for the 
relief of acute suffering. Of course, the prescribing 
or dispensing of enormous doses, or the receipt in 
prescribing or dispensing, would be evidence in sup- 
port of such a charge. 

Nothing in the Harrison Narcotic Act nor in any 
of the decisions based on that act has taken from the 
states the right to enact any legislation on the sub- 
ject of narcotic addiction that is authorized under 
the state constitutions, provided, of course, it does 
not actually tend to nullify the Harrison Narcotic 
Act. 

I have had to go at great length into this case, 
because otherwise it seemed impossible to convey a 
clear idea of the situation. It has not seemed to me 
desirable to take up the article in “The White 
Cross,” which is so inaccurate and so strewn with 
partial statements of the truth as to convey what 
seems to me to be an entirely wrong idea of the 
situation. 

Incidentally, the Harrison Narcotic Act itself is 
in danger, under a decision rendered by the United 
States Supreme Court, January 4, 1926, in U. S. 
vs. Daugherty. In that case the court said: 

“The constitutionality of the Anti-Narcotic Act, 
touching which this court so sharply divided in 
United States vs. Doremus, 249 U. S. 86, was not 
raised below and has not been again considered. The 
doctrine approved in Hammer vs. Dagenhart, 247 
U. S. 251; Child Labor Tax Case, 259 U. S. 20; 
Hill vs. Wallace, 259 U. S. 44, 67, and Linder vs. 
United States, 268 U. S. 5, may necessitate a review 
of that question and is hereafter properly presented.” 

The case included held the Child Labor Law un- 
constitutional and also the law involving the taxing 
of certain grain exchange transactions. The state- 
ment just quoted from U. S. vs. Daugherty is 
apparently a broad intimation that if the question 
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of the constitutionality of the Harrison Narcotic 
Act again comes before the court, while constituted 
as at present, the decision will be against its 
constitutionality. 
Yours truly, 
W. C. Woopwarp, Executive Secretary, 
Bureau of Legal Medicine and Legislation. 


VALUE OF THE TREATMENT OF 
ARSPHENAMINE REACTIONS AND 
METALLIC POISONING BY 
THIOSULPHATE AND 
HYPOSULPHITE 


During the past two years sodium thiosulphate 
has gained some favor in the treatment of the 
reactions, especially the dermatitis, from arsphena- 
mine and as an antidote in poisoning from lead, mer- 
cury and arsenic. The benefits have been generally 
ascribed to some chemical action of the thiosulphate 
which is assumed to render these agents less toxic. 
There is no doubt that thiosulphate can reduce 
mercuric chloride in the test tube to the relatively 
insoluble and less active calomel. However, next to 
nothing is known of the possible reactivity with mer- 
cury circulating in the body, and for that matter also 
with other metallic salts and arsphenamine. Un- 
fortunately, the form in which metallic compounds 
exist in the body is not known. The subject would 
seem, therefore, difficult of investigation from the 
chemical viewpoint. Speculation on the basis of un- 
known or doubtful chemical possibilities does not 
help in establishing the rationale of the thiosulphate 
treatment. However, attempts have been made from 
the pharmacological side to determine what, if any, 
basis for this treatment exists. 

In their studies of the antagonism between thio- 
sulphate and arsenical compounds, Kuhn and 
Loevenhart of the University of Wisconsin found 
that the intravenous injection of thiosulphate in 
rabbits had some protective action against the just 
lethal dose of sodium arsenite. The results, however, 
were not striking. The rate of urinary excretion of 
arsenic after arsenite by stomach and intravenously 
was markedly diminished. The amount excreted was 
greatly reduced despite considerable diuresis pro- 
duced by the thiosulphate. Apparently there was 
retention of arsenic, a result that is exactly the 
opposite of that usually assumed. The thiosu!phate 
reduced the therapeutic efficiency of tryparsamide in 
experimental trypanosomiasis in rats. Kuhn and 
Loevenhart concluded that the thiosulphate does not 
mobilize arsenic, but seems to cause its transforma- 
tion into a less toxic, less therapeutically efficient and 
less easily excretable product. On the other hand, 
Harrison of London reports that Dale found a 2.5 
per cent solution of thiosulphate to have no deleteri- 
ous influence on the action of 914, an organic 
arsenical used in the treatment of trypanosomiasis. 

In their study of patients with dermatitis and 
jaundice from neoarsphenamine and acute arsenic 
poisoning, Kuhn and Reese of the Wisconsin 
Psychiatric Institute and Edgewood Arsenal found 
that arsenic excretion was increased after the oral 
administration of 2 gm. thiosulphate in 120 to 150 cc. 
of physiological sodium chloride solution, and also 
after 10 cc. of a 5 per cent solution (0.5 gm.) intra- 
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venously in daily doses of about 1 gm. The increased 
excretion was suggested to be due in part to diuresis, 
but apparently there is a contradiction in the excre- 
tory results of Kuhn et al. from animals and pa- 
tients. The human kidney seemed to be protected 
against the injurious action of arsenic. 


The use of thiosulphate in the mercuric chloride 
poisoning of dogs has been studied recently ~ by 
Haskell, Henderson and Hamilton of the Virginia 
Medical College with completely negative results. 
These authors point to the great variability in the 
fatal dose of sublimate for dogs, a factor that may 
be the source of considerable error in evaluating the 
benefits of the treatment. In spite of early and 
repeated intravenous administration of thiosulphate, 
the average duration of life of poisoned dogs re- 
mained the same as of the controls. 

The results of Haskell et al are in partial agree- 
ment with those of Hesse of the University of 
Breslau, who has made an extensive investigation of 
mercuric chloride poisoning in dogs by various 
agents. The only agents found by Hesse to be 
effective in reducing mortality from fatal dosage of 
the sublimate were sodium phosphite and sodium 
hyosulphite (Na:S:O.). Hyposulphite must not 
be confused with thiosulphate (Na:S:O:). The 
hyposulphite was especially investigated. It was 
effective only when given by mouth and totally inert 
when given intravenously or hypodermically. The 
reason for its inertness intravenously was the reduc- 
tion of the hyposulphite in the tissues, a chemical 
change that probably also occurs with the thiosul- 
phate. When given by mouth the hyposulphite came 
in contact with the corrosive sublimate and reduced 
it to calomel together with the formation of demon- 
strable quantities of sulphur and sulphur dioxide, 
and in exactly the same way as the bichloride was 
reduced in the test tube. That is, the hyposulphite 
had to be brought in direct contact with the mer- 
curic chloride in order to be effective as an antidote. 
The liberation of sulphur and sulphur dioxide also 
occurs in water and presumably in the tissues after 
hypodermic administration, and, therefore, the pres- 
ence of these irritating products precludes its use 
hypodermically. Hesse claims that the hyposulphite 
itself is non-toxic, 0.2 gm. daily for a week being 
harmless. The dose recommended by mouth for man 
is 1 gm. daily administered in capsules containing 
0.2 gm. hyposulphite and 0.2 gm. bicarbonate. The 
object of the bicarbonate is for neutralization of the 
gastric acidity which apparently decomposes the salt. 
Hesse estimates that from 1.3 to 1.4 gms. hypo- 
sulphite will completely reduce 1 gm. of mercuric 
chloride in a 1 per cent solution. The hyposulphite 
may cause vomiting, which, of course, would be 
beneficial in removing any unreduced sublimate. 
However, if it is desired to avoid vomiting this can 
be done by the administration of morphine, and then 
the hyposulphite is retained and acts more effectively 
on the sublimate. The hyposulphite was not tried by 
Hesse in poisoning from lead and arsenic. 


Concerning the fate of thiosulphate and hypo- 
sulphite in the body, very little is known. Both 
appear to be reduced in the tissues in part, at least. 
According to Nyiri, from 30 to 40 per cent of 
thiosulphite given intravenously in dogs is destroyed, 
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about 50 per cent when given subcutaneously, and 
about 30 per cent when given orally. On the other 
hand, Hesse was unable to find any of these salts 
unchanged in the urine of rabbits, the hyposulphite 
being excreted as sulphate. If sulphur and sulphur 
dioxide are liberated from the hyposulphite in the 
blood and tissues, as occurs in vitro, it would seem 
that the drug should not be used intravenously. 
The lack of definite knowledge regarding the fate 
and behavior of the thiosulphate and hyposulphite 
should enjoin caution in their promiscuous use intra- 
venously in human subjects. A rational basis for 
their use in the treatment of metallic poisoning does 
not exist; the experimental evidences are contra- 
dictory and the clinical usage is empirical and un- 
controlled. The occasional clinical benefits that are 
reported may be due merely to diuresis, an effect that 
may be secured equally well by sodium sulphate and 
other agents. Many other agents and measures have 
enjoyed temporary successes in the treatment of 
metallic poisonings. The facts are that confirmed 
cases of poisoning from the metals resist all kinds of 
treatment and antidotes, and that no one measure is 
to be relied upon to the exclusion of others. Un- 
fortunately, it is frequently forgotten that mild 
cases, and sometimes even severe ones, recover 
spontaneously without treatment. The reports on the 
value of thiosulphate in dermatitis from arsphena- 
mine appear to be more consistent, and further ex- 
perience will, no doubt, determine its efficiency in 
this condition. It should not be forgotten that the use 
of thiosulphate in conjunction with arsphenamine 
may reduce the therapeutic efficiency of the latter. 


Physicians, of course, may use thiosulphate and hypo- 
sulphite by mouth practically with impunity, though 
without complete reliance on their antidotal value. 


Kuhn and Loevenhart: J. Pharm. Exp. Therap., (Pro.) 
1925, 25:160. 
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HEALTH NEWS AND ETHICS 


“Health News,” through cupidity or ignorance 
of its sponsors, may be quite as injurious to public 
welfare as the practice of the healing art by the 
incompetent or unscrupulous. Indeed, without access 
to the public press by propagandists, the practice of 
quackery would be quickly reduced to an inconse- 
quential minimum. Intelligent, honest publishers 
whose policies include public service as well as 
profits, recognize their great responsibility and pro- 
vide for it through national organizations with codes 
of ethics comparable in purposes to the ‘“‘code” to 
which educated physicians who are members of their 
county, state and national medical associations 
subscribe. 

The revised ethics of the national organization of 
business pledges its members to a high moral code 
of conduct, in its purposes again not unlike the 
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doctors’ code. A growing number of publishers and 
merchants take their codes seriously and live up to 
their provisions, but there are still too many who 
disregard or openly repudiate their ethics. 


In this respect publishers and merchants are not 
unlike doctors, whose code of ethics is the oldest in 
existence. It is based upon the oath of Hippocrates 
which in turn was devised from customs that go 
back to remotest antiquity. This, and all modern 
codes are amplifications of what we call the Golden 
Rule. Truth and honesty in advertising; honesty, 
integrity and fair dealing in business—charity, hu- 
manity, intelligent unselfishness in public and per- 
sonal service. Ethics are standards of morals and 
manners made effective by moral force applied to 
those who voluntarily accept them. 


Too many doctors, publishers and merchants wear 
their ethics only as a cloak useful in stormy weather, 
and even larger numbers refuse to subscribe to the 
ethics of their vocations and refuse, or are refused, 
membership in their own organizations, which have 
the power of discipline of their members in matters 
of vocational and moral conduct. Laws at their best 
are extensions of ethics and being universal and 
mandatory in their application are consequently 
always upon a much lower moral plane than are the 
ethics established by groups as expressions of their 
ideals and enforced by moral influence. 

Few intelligent observers will question the state- 
ment that the press influences humanity en masse in 
health matters far more than do the doctors and 
other health agencies. The increasing number of 
publishers who are elevating their standards for 
health news and health advertising constitutes an 
encouraging sign of facilitated health progress. 


THE BUDGET OF LIFE 


The most valuable item in the budget of life is 
the earnings in new lives, which accrue at the rate 
of about 114 per cent—roughly two million babies: 
the most significant expenses are deaths which occur 
at the rate of about 1 per cent—roughly 1,250,000 
—annually. 

Life in the United States, therefore, is still a 
“going concern” with its capital and its stockholders 
on the increase. 

But this hopeful showing does not reflect the 
whole picture because stock in life carries with it 
assessment liabilities and pension or retirement 
privileges which must be considered before dividend 
rates may be established and reserves set up where 
moth and rust doth not corrupt nor thieves break 
in and steal. 


Every new stockholder comes into life in debt. 
He has been brought in on borrowed capital and 
he keeps on borrowing for approximately a third 
of his life, the loan being secured by certain 
inheritances and a lot of love and faith. 

During the middle third of the period of life's 
average of sixty years, the investor is permitted to 
hold his assets, he is expected to pay his debts in 
installments, produce other stockholders, accumulate 
savings, make the initial payments on their stock, 
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contribute to his own pension for the last third of 
his life and lay up reserves in the kingdom of heaven. 
Love is the seal: Faith, hope, charity, the condi- 
tion; peace and happiness on earth, greater rewards 
hereafter, the promised dividends emblazoned on 
life’s stock certificate issued by the Keeper of Seals. 
Most of our troubles and unhappiness we bring 
upon ourselves by hypothecating our shares for 
interdicted purposes and pleasures: Sometimes these 
precious assets are sold outright for a mess of pottage 
and often they are revoked before we have held 
them for the allotted three-score years and ten. 


WHAT ABOUT YOUR REPRINTS? 

The only permanent record of a man’s useful- 
ness to society or to his fellow-man is that which is 
written and published. With this part of his record 
eliminated, the death of the great and immortal 
Osler would perforce have been followed only by 
a brief obituary notice. 

With the sanction of the Council of the Cali- 
fornia Medical Association some years ago the 
policy was established of inviting all members to 
supply the editor of CALIFORNIA AND WESTERN 
MEDICINE with copies of reprints of all articles 
they published anywhere and upon whatever sub- 
ject. It was, and continued to be, the understand- 
ing of the editor that these reprints may be acknowl- 
edged in CALIFORNIA AND WESTERN MEDICINE 
and then filed permanently in the folder as part— 
the most important part—of the member’s official 
record. 

A number of members bear this wise policy in 
mind and supply us regularly with their reprints, 
and their records are consequently the most com- 
plete ones in the files. Others have neglected to do 
this and consequently, as happens quite frequently, 
when a prominent member dies his official record, 
which ought to be complete in every respect, con- 
tains unsatisfactory data upon which to base a well- 
merited story customary under such circumstances. 


The Los Angeles County Medical Golf Association 
has been formed with officers as follows: President, W. H. 


Kiger; secretary and treasurer, C. H. Weaver; chairman 
membership committee, Clarence Toland; chairman 
tournament committee, Stanley Granger, F. A. Rhodes, 


W. Dye, J. Vruwink, G. Piness; chairman rules commit- 
tee, E. R. Lewis; chairman publicity committee, H. Shoe- 
maker. Initiation fee, $3. Founder members include: 
W. D. Brownfield, A. A. Blatherwick, J. W. Crossan, W. 
Dye, A. S. Granger, W. L. Haworth, A. R. Irvine, Isaac 
Jones, W. H. Kiger, E. R. Lewis, L. B. Morton, George 
Piness, F. A. Rhodes, Harlan Shoemaker, Howard Taylor, 
Clarence Toland, John Vruwink, Homer M. Walker, 
Chalmer H. Weaver. Tournaments are to be played on 
handicaps in the various golf clubs around Los Angeles 
and in southern California. 

The purpose of the Southern County Medical Golf 
Association is to promote friendship and good fellowship 
among the many golfing physicians. Trophies will be 
awarded by the tournament committee in the various 
tournaments. Requirement for membership is that the 
applicant be a member, in-good standing, of his County 
Medical Association. Those desiring membership should 
forward their check for $3 to the secretary-treasurer, 
C. H. Weaver, 2007 Wilshire boulevard, at their earliest 
convenience. 

Officers of this club were in San Francisco recently 
looking for representatives of the Northern California 
Medical Golfers Club, with a view to arranging tourna- 
ments in connection with the 1926 California Medical 
Association session to be held in Oakland April 26-May 1. 
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Protest the Sheppard-Towner Act—The Sheppard- 
Towner Act will continue in force two additional years 
—until June 30, 1929—if two bills* introduced into 
Congress to accomplish that end are permitted to become 
law. Otherwise, the act will expire by a self-contained 
limitation, June 30, 1927. The proposed continuance of 
federal domination over health matters in which the state 
is constitutionally supreme is in itself pernicious. The pro- 
posal is, moreover, astutely timed to force on Congress at 
the very threshold of the next presidential campaign the 
question of making the system permanent. It will be 
remembered that the original proposal was also incor- 
porated as a plank in the platforms of both leading 
political parties. The proponents of the Sheppard-Towner 
scheme are apt to brush aside facts and figures by an 
emotional appeal on behalf of mothers and babies. Any 
discussion of the scheme in the days immediately preced- 
ing a presidential campaign is certain to be complicated 
further by considerations of political expediency, arising 
out of the question as to who is going to deliver the 
women’s vote, and where. The act became a law five 
years ago. Millions of dollars of federal and state moneys 
have been spent to enable its supporters to establish its 
merits. Who will say that the evidence submitted indicates 
that they have done so? Their present plea for the con- 
tinuance of the scheme for only two years may well be 
construed as an admission that they have found nothing 
in the evidence that would justify them in asking for 
enactment of the procedure on a more lasting basis. The 
Sheppard-Towner Act has been condemned unreservedly 
by the House of Delegates of the American Medical 
Association. The pending bills to continue the act in effect 
are clearly within the ban of such condemnation. Now is 
the time to protest against their enactment. The com- 
mittee on interstate and foreign commerce, House of 
Representatives, to which the house bill has been referred, 
at the present writing has not made its report. Even 
after it does so, the bill must be acted on by the house. 
The senate bill is still to be acted on by the senate com- 
mittee on education and labor, and by the senate. If the 
senate and the house agree on a measure, it will still 
have to be approved by the President. State associations 
and county societies, and the physicians of the country 
generally, should immediately telegraph or write to the 
President and to their senators and representatives pro- 
testing against the enactment of these bills—Journal 
A. M. A., Feb. 6, 1926. 


* S. 2696—-A bil] to extend the provisions of section 2 of 
the act entitled ‘“‘An act for the promotion of the welfare 
and hygiene of maternity and infancy, and for other pur- 
poses. H. R. 7555, a bill to authorize for the fiscal years 
ending June 30, 1938, and June 30, 1929, appropriations for 
carrying out the provisions of the Act entitled ‘An act for 
the promotion of the welfare and hygiene of maternity 
an and for other purposes,’ approved November 


In the near future the profession must meet the 
question of State Medicine as it presents itself under 
various guises and disguises. We must meet the problem 
of our relations with hospitals, dispensaries, medical 
charities, and social service organizations, some of which 
exhibit a tendency to completely dominate situations 
vitally affecting the medical profession. We must be pre- 
pared to meet with these groups as equals, ready to accept 
what is good but able to reject what is bad. Integrity 
of purpose, supported by the strength to make this pur- 
pose effective, must be our reliance for the future—A. J. 
Skeel (Cleveland, Ohio, State Medical Journal, Feb. 1, 
1926). 


“Oculists spend their lives trying to make people see 
more truly, better, with a greater percentage of perfect 
vision. 

“A lot of other people spend their lives trying to make 
people see things as they are not, to deceive their eyes, to 
deceive their power of vision. 

“It’s a curious world! 

“And the most curious thing in it is vision; eyesight, 
for all the mystery of the optic nerve and the retina, is a 
simple thing, compared to the act of vision, which is a 
product of eyesight plus brains, plus imagination, plus 
education, plus habit of mind, plus training and plus or 
minus glasses.”—Medical Standard. 
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- The MONTH with the EDITOR - 


Notes, reflections, comment upon medical and health news in both the scien- 
tific and public press, briefs of sorts from here, there and everywhere. 


Two years’ work under the Sheppard-Towner Law 
shows that for the millions of dollars of taxes expended 
in carring out its provisions the people purchased: 


26,353 child health conferences; 
babies examined; 
prenatal conferences held; 
mothers advised; 
infant welfare stations established; 
prenatal centers established; 
midwives instructed ; 
mothers attending mothers’ classes; 
little mothers’ classes organized. 


Aside from the intelligent medical service included here, 
which was largely donated by doctors, the figures are not 
conducive to enthusiasm. 

The encouragement, impetus and added strength these 
bureaucrats have given to the practice of medicine by 
midwives ought to cause them to blush for shame. 


Privacy is the sweetest element in liberty, it is the 
highest fruitage of civilization, its worth unknown until 
it becomes difficult or lost. When the life of the plain 
people becomes public, a nation is on the decline. Life is 
mostly a thing of recesses and retirements. There is no 
such thing, ultimately, as a “public character,’ except it 
be The Almighty. We are all private characters. But 
when the pressure of curiosity or exploitation begins to 
be felt on our privacy, a feeling of beleagurement 
ensues which leads to protective measures.—Dearborn 
Independent. 


Birth controllers may view with glee the essays now 
appearing in periodical literature pointing out the pro- 
hibitive costs of babies. It’s a sad song as it is being sung, 
but the singers would elevate the quality of their music 
if they would compare the cost of babies with the costs of 
their avoidance rather than with the cost of motor cars. 

One recent writer, after painfully building up the costs 
of birth and early care of a baby to some $500 and placing 
the blame therefor upon those who serve, and offering 
these excessive costs as the reason there were only 1,792,- 
646 births recorded in the United States in 1923, shows in 
the same paragraph that 3,637,216 passenger automobiles 
were sold during the same year. 

Now there is logic and consistency for you to the nth 
degree. Who in this day would think of assuming the 
responsibilities, duties and pleasures of parenthood when 
for only a few more dollars they can purchase a motor 
car? 

Our statisticians, who salve their consciences with their 
budget making, are careful to swell the costs of birth by 
adding the costs of after-care of mother and baby, but 
they compare these costs with the naked motor car with- 
out anything for extras or upkeep, even then there does 
not appear to be any defensible reason why people who 
pay for nearly four million motor cars cannot pay for half 
that number of babies at a quarter of the price. 

Babies are expensive, but if the luxuries demanded by 
society are eliminated and only essentials considered, the 
increase in cost has not kept pace with increase in the 
cost of potatoes, clothing or shoes. Even at the present 
prices, producing babies is the least expensive end result 
of sexual indulgence, except for the itinerant polygamist 
who accepts his pleasures where he finds them and never 
mind the consequences. Even he or she certainly pays 
more in the long run than all the costs of decent, legalized 
monogamous sexual indulgence and its normal products. 
Practitioners of contraception and abortiception don’t 
work for nothing. Some of their fees are said to rival 
those of the most soulless obstetricians. Then there is the 
question of dangers to health and life. More ‘illness and 
more deaths are traceable to contra- and aborticeptionists 


than are incident to normal child-birth, and they are more 
expensive financially and otherwise. 

Moral: Many budget makers and social economists are 
stupid asses or astute propagandists. 


“Yesterday’s mail,” writes one of our correspondents, 
“brought me an amazing item. No less an institution than 
the California Institute of Technology, Pasadena, endowed 
partly by the late Dr. Norman Bridge and directed by 
R. H. Millikan, Ph. D., Sc. D., LL. D., Nobel Laureate in 
Physics, employs an osteopath as ‘Physician to the Foot- 
ball Team’ (p. 176 of catalog for 1925). On p. 21, Floyd 
L. Hanes, D.O., is listed as a ‘D.O.’ College of Osteo- 
pathic Physicians and Surgeons, Los Angeles, among the 
staff of instruction and research. How can we blame the 
poor public for lack of discrimination in the light of 
endorsement such as this one by super-scientists to youth- 
ful and inexperienced though receptive minds?” 

A California actress also recently left an endowment 
designed to cripple as much as possible scientific methods 
of progress in the prevention and treatment of diseases of 
man and animals. California is young and will outgrow 
some of the things now considered important. After all, 
osteopaths ought to be strong for physics. 


That vaccination always completely protects a per- 
son against smallpox is no more debatable than that 
two times two equals four. All intelligent persons accept 
this fact and yet intelligent persons do sometimes contract 
smallpox. A lot of them are doing so now in California. 

How can we explain it? Certainly they don’t need more 
education. Even morons, that the psychologists tell us 
constitute a large percentage of our population, ought to 
be able to appreciate and apply so simple and certain 
a preventive as is vaccination. What ought we to do 
about it? Shall the law be enforced and people protected 
against themselves by force, or should we permit them to 
do as they please? The smallpox patient is absolutely 
harmless in a vaccinated community. He is not as danger- 
ous as are many other classes of sick people whom we 
do not disturb. So why disturb him, ask a growing num- 
ber of writers. 

It is a fact that most people who are “conscientious 
objectors” to vaccination are also objectors to interference 
with other more essential and more serious dangers. 
With this as a text, some writers frankly recommend 
suspension of the law, allowing smallpox to take its toll 
and remove such people from the community. Too cold- 
blooded to endorse, to be sure, but should we spend huge 
sums in attempting to enforce vaccination as a matter of 
public protection where personal protection is so simple 
and so inexpensive? What would happen if we stopped 
trying to enforce vaccination and permit'an individual to 
have his smallpox and to convey it to others of the small 
anti-vaccination element of the community? In theory such 
philosophy is not easy to refute, but actually in the few 
places where such policies were put into operation, and 
no more attention paid to smallpox than to stomachache, 
these alleged non-believers made an awful howl. 

At least we must do all we can to protect by vaccina- 
tion as near 100 per cent of our children as possible. 
They can’t think for themselves and to allow a child, or 
other incompetent citizen to get smallpox ought to be 
followed by a manslaughter charge against someone. As 
for adult unbelievers, that’s their business and so are the 
consequences. 


The lengthening light of Osler’s Influence on medi- 
cine gains new brilliance in the second edition of his 
system of Modern Medicine, edited by Thomas McCrae, 
now coming from the presses of Lea & Febiger. 

Encyclopedic treatises on medicine are largely being 
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replaced by more numerous and smaller books, mono- 
graphic in character. This is well. But every doctor needs 
at least one “system” of medicine handy on his office 
shelves. Osler’s Modern Medicine supplies this need as 
does no other publication with which we are familiar. 


“The real original causes of all chronic diseases; 
which, though they have been multiplied without end, 
and numberless causes been assigned them, are cer- 
tainly not many, and their first causes very few. I 
think they may very fairly be reduced to these three: 
Indolence, Intemperance, and Vexation.” 


Doctor William Cadogan said this in his “Dissertation 
on Gout” about two hundred years ago. Others said it 
hundreds of years before he did and still others are 
quoting it on the front page of newspapers today as a new 
and remarkable discovery. 

By the way, doctor, if you have not read Cadogan’s 
“dissertation” with an introduction by Doctor Ruhrah, 
published recently, you have missed a delicious treat. 


Only three of the 1650 persons examined at the 
“Periodic Health Examination” clinic of the New York 
Health Board, were found free from “appreciable physical 
defects. 

Another group found mone free from physical defects 
in several thousand examined. 


Hi: “Gee, but she’s a beaut!” enthusiastically pointing 
to his new car. 

Girl: “Why do you allude to the car as ‘she,’ Hi? 

Hi: “Because it has beautiful curves, is not altogether 
trustworthy, and keeps its owner broke.” 


“Il have never known a ye man who did 
not believe in God.’’—Robert A. Millikan (Collier’s). 


The Editor of McClure’s Magazine appears sur- 
prised, not to say peeved, at the reaction produced by 
an article his magazine published last May on “New 
Successes in Treating Deafness.” The letters of “approval” 
and “ardent confirmation” following the publication evi- 
dently pleased the editor, but those from educated phy- 
sicians evidently proved disturbing. The editor (February 
issue) now says that “We sought the opinion of every 
registered osteopathic physician in the United States and 
Europe; nearly all responded and we found that Muncie 
and his method had the approval of between 97 and 98 
per cent of these confreres.” 

Nevertheless, the editor seems unhappy and even resent- 
ful that letters from medical men should “condemn” and 
“reject” Muncie and his method. The editor considers that 
the “two published verdicts against him (Muncie) came 
from medical sources.” 

Apparently even some of the osteopaths objected to the 
publicity given to Muncie, which the editor of McClure’s 
answers by this gem: 

“But if men are dying of thirst in the desert are 
you going to forbid another to point out the water- 
hole because that would be giving publicity to Jenkins, 
its owner? Publicity for Doctor uncie was an in- 


evitable incident of publicity for a piece of extraor- 
dinary news for the deaf.” 


Note—McClure’s has ceased publication. 


“The Trend of Veterans’ Relief Legislation: State 
Medicine,” is the title of an illuminating editorial (Jour. 
A. M. A., Jan. 23) that ought to have the serious atten- 
tion of physicians, not so much in their own interests as 
in that of human welfare in general. CALIFORNIA AND 
WesTERN MepiciNneE has repeatedly called attention to the 
dangers inherent in this “trend” which is so fully exposed 
in this longer communication. 


From apparently reliable sources we are informed 
that the number of proprietary (patent) remedies for sale 
has increased during the last thirty years from less than 
1000 to over 60,000. 

These industries are said to support one-twelfth of all 
advertising. The annual sales of “patent” medicines 
exceed $275,000,000, or more than twice as much as is 
paid for drugs ordered by doctors. Both the number of 
cures and their costs are increasing very rapidly which, 
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of course, signifies that sick people, or those who think 
they are sick, are increasing in numbers and that in spite 
of all of our “health education”’—or is it because of the 
“education”’—more and more people are diagnosing and 
treating their own illnesses, at least during the stage when 
intelligent medical advice would have the greatest value. 


According to the Public Press: 


—An “Herb Physician” who, according to his advertise- 
ments carried by some California newspapers, is prac- 
ticing medicine—seemingly illegally—is seeking patients 
through what he terms “educational articles.” His “educa- 
tion” consists among other things in this: 


“The heart is red like the sun. It controls the cir- 
culation of the blood of the body. The natural color 
of the fire element is also red; therefore, the heart is 
classified under the fire element of the body. When 
the five principal elements are working with equal 
balance and power, the heart is free from disease.” 


—When well and strong and feeling fine we seldom think 
about doctors, and if we do it is generally with the com- 
forting thought that medical science has conquered almost 
everything but cancer. 

But let us catch a common cold and fail to shake it off 
in a day and we set to thinking of the thousands of years 
in which the millions of medical men have failed to find 
a speedy cure for so simple a malady. 

To which the profession replies that it is not a simple 
and may prove a very serious malady if not taken in 
time and that the best way to take it is to take the best 
advice. It is not what the doctor does not know but what 
the patient thinks he knows himself that is the danger in 
a common cold. A man with a cold is a sick man and 
may become sicker if he neglects it—Editorial, San Fran- 
cisco Bulletin. 


—Do you sleep “efficiently”? Sleep is largely a bad habit 
which causes us to waste time in unconsciousness that 
might be devoted to work or play. Socrates said it, Edison 
endorsed it, and certain modern scientists have recently 
“proved” it, or at least that is what the press gets out of 
their claims. 

Sleep is a “form of intoxication,” so it is said, and as 
evidence offered in support of this claim, it is related that 
a drunkard sleeps and as a rule he wakes detoxified. 
Paradoxes mean little when science must be popularized. 
The scientists did conclude that: 


“The intoxication which leads to sleep is caused 
evidently by an excess of toxins or poisons produced 
by muscular and nerve exertion. They are thrown off 
when the body and mind are at rest, and complete 
rest is achieved through sleep.” 


The difficulty of harmonizing this theory with the well- 
known fact that some of the most active people give least 
time to sleeping was overcome by concluding: 


“It is not so much how long we sleep, as how fast 
our sleep mechanisms work while we are asleep. In 
short, sleep has not only length but depth. If this 
assumption be true, the length of time that people 
sleep is very largely a habit. It might be possible to 
cause their sleep mechanism to work faster, just as by 
a series of reflexes we can make the salivary glands 
work faster.” 


As a matter of fact, the work of these investigators 
was conscientious and probably has scientific value, but 
in attempts to popularize and dramatize their studies as 
news, delicious material for the funny page has been 
produced. 


—“It is just as natural to die as to be born,” writes 
Doctor W. W. Keen (McClure’s, February), in opening 
his discussion of man’s triple life (not three lives, but 
three phases of one life) which he illustrates with this 
diagram: 
The B The D The 
I E_ Spiritual 
Prenatal R Earthly A_ or 
_ . Disembodied 


Life H Life H Life 


From this text our distinguished colleague delivers an 
entrancing birthday sermon. Doctor Keen was 89 years 
old on January 19, 1926. 
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—Figures made public by the Community Chest of 
San Francisco estimating the cost of child raising to be 
from $25 to $37 per month and said “to embrace every- 
thing a child could need or want ‘without extravagance,’ ” 
are interesting if true. 

The report allocates these costs as: “Subsistence, $12; 
clothing, $5.40; medical attention, 50 cents; housing, $7; 
education when public schools are used, 10 cents; admin- 
istration, salaries and overhead, $12.” 

Other estimates more reliable than these show that 
with their time given to charity, figured even at the wages 
of skilled artisans, the doctors of San Francisco alone, to 
say nothing of other health agencies, contribute well over 
two million dollars to the health of the poor annually. 
Certainly more than 12 cents a month of this service is 
justly chargeable to the cost of raising children. 


—“Spank the Mother and Save the Child” was the 
main heading of one “boilerplate” page in the Sunday 
supplements recently. This page, or at least that part of 
it not occupied by the picture of the “noted psychiatrist” 
author and the usual type of cartoons, was given over 
largely to a collection of the usual headline type of 
meaningless and stupid platitudes. 

Charlatans do this sort of thing better, but they usually 
pay for their space. 


—When county and municipal governments go into the 
hospital business for pay in competition with other 
hospitals their troubles begin. This appears to be at least 
one of the causes of the troubles of the new San Mateo 
County Hospital recently featured in the public press. 

It seems that patients able to pay—something at least— 
went to the county hospital because the charges were so 
low that they could not be met by hospitals that have no 
subsidy from tax money to absorb their losses. After con- 
tracting debts aggregating some $75,000 the patients 
refused to pay, and so the superintendent’s resignation 
was requested. Said the superintendent in submitting her 
resignation: 

“It was my failure to be a good politician that proved 

my undoing.” 
—An actress wrote George Bernard Shaw: “I am 
reputed to be one of the most beautiful women in the 
world, and you have one of the most brilliant brains. 
Can’t we start a race of our own?” 

“My son,” Shaw replied, “would doubtless inherit his 
looks from me and his brains from you, so the experiment 
would be a failure.” 


—Some California newspapers are selling space to some 
disgustingly wild claims of people who are labeled “Herb 
Physicians.” One of these “Herb Physicians” states openly, 
“No matter how chronic and how stubborn your case is 
and how many physicians have failed, come and see us 
for effective treatment.” (Italics ours.) 

Here is the published offer to do what the law 
specifically prescribes may be done only by those licensed 
by the state to practice medicine. 


—Dear Old Doctor Lorenz found it harder, on his 
recent trip to our country “to see his old patients,” to get 
his publicity stuff into the news columns. Some papers, it 
is said, advised his representatives to see the advertising 
department. 

However, by promulgating the old axiom that the “good 
die young” and elaborating it into detailed claims of how 
excess of virtue is killing Americans, he succeeded in 
interesting editors. 

Funny world, isn’t it? 


California, Nevada, and Utah Doctors Publish Else- 
where: 

{[Note—Members of the California, Nevada, and Utah 
Medical Assoviations are invited to supply the editor with 
reprints or marked copies of magazines containing their 
articles or very brief abstracts. All that we receive will 
be noted regularly in this space.—Editor.] 


—Samuel A. Durr (Am. Jour. Apoth., 9, 1, p. 66) dis- 


cusses “Modified Tendon Tucking.” The author’s tuck is” 


made as usual, its base being slightly farther back from 
the tendinous insertion than the height of the tuck itself. 
It is then secured by a catgut suture at each edge, embrac- 
ing less than one-third of the tendon. Two heavy silk 
sutures are now placed as in Reese’s advancement opera- 
tion. Each goes from without inwards, through the con- 
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junctiva and tuck, at the junction of the middle and outer 
third, and back from within outward, near the edge of the 
tuck. The suture is tied on the outside, and reintroduced 
behind this stitch, through the tucked tendon. It is then 
inserted through the scleral attachment of the tendon, 
picking up some of the scleral fibres, and on through the 
conjunctiva anteriorly, The two ends of each suture are 
now tied, giving the same result as in a resection. By 
introducing the scleral suture anterior to the tendinous 
insertion, the result would resemble an advancement. The 
advantages claimed by the author for his modification of 
the tuck are security against slipping and a much neater 
appearance following operation. 

—F. M. Pottenger, Monrovia, California, “Some Obser- 
vations on Inherited Physical and Psychical Character- 


istics in Tuberculous Patients,” M. J. & Record (Jan. 6), 
1926. 


—Albert H. Rowe, Oakland, California, “Bronchial 
Asthma in Children and in Young Adults,” J. of Dis. 
Child. (January), 1926. 


—H. L. Langnecker, San Francisco, “The Importance 
of Postural Guidance in the Very Young,” California 
State Board of Health, Bureau of Child Hygiene. 


—W. D. Sansum, N. R. Blatherwick and Ruth Bow- 
den, Santa Barbara. “High Carbohydrate Diets in Dia- 
betes Mellitus, J. A. M. A. (January 16), 1926. 
—Harold Brunn, San Francisco, “Primary Carcinoma of 
the Lung: Report of Two Operative Cases,” Arch Surg. 
(January), 1926. 

—Zach B. Coblenz, Santa Maria, California, “A Case of 
Cysticercus of the Skin,’ J. A. M. A. (October), 1925. 


California and Western Medicine has Accepted for 
publication, in addition to the list last published, the fol- 
lowing essays, which will be published in due course of 
time, as space is available: 

James P. Kerby, Salt Lake City, “Anomalies, Diseases 
and Injuries of the Spine.” 

Edward Jackson, Denver, Colo., “Care of the Eyes in 
Middle and Later Life.’ (This essay was presented at 
the annual session of the Utah Medical Association.) 

L. L. Stanley, San Rafael, Calif., “How Men Die in 
Prison.” 

Peter Frandsen, Reno, Nevada, “Anti-Scientific Propa- 
ganda.” 

David Causey, Princeton University, N. J., “Eimeria 
Butkai N. S. P., a New Coccidian from Man.” 

Joseph W. Cook, Banning, Calif., “Tuberculosis.” 


The Dallas Session—Barbecue for Doctors—Typi- 
cal Texas entertainment is planned for the Annual Ses- 
sion of the American Medical Association, which will 
convene in Dallas, Texas, April 19-23. A barbecue ten- 
dered by Dr. John H. Dean for the 5,000 physicians, 
guests and exhibitors, totaling more than 10,000 visitors 
to the Lone-Star State, is an unusual feature planned 
for this occasion. Eminent physicians will witness carv- 
ing under the supervision of Mr. Max Hahn, for forty 
years expert “barbecuer” of Dallas. 

Last June, Dr. Dean selected eighty cows with calves 
about 6 weeks old out of a herd of 4000. These cows 
were selected according to size, vigor and milk pro- 
ducing qualities, so as to insure a rapid, healthy growth 
for each calf. The eighty cows and calves were turned 
into a six-section pasture which had not been used, and 
which contained an abundance of fresh food and water, 
assuring the cattle of a properly selected, scientific diet. 
It is customary to wean calves from the mother after 
six months, but this plan was not followed with the 
calves to be used for the barbecue, in order that they 
might secure their mother’s milk, so as to provide the 
best nourishment for rapid, healthful growth. A_ full 
diet was begun for the cattle in December. The calves 
will be killed in advance of the session and the meat 
prepared so as to be in the best condition for the barbe- 
cue. Mr. Tony Bazar, with a corps of able assistants, 
has been delegated to arrange for the service during 
the barbecue. 


“The only thing that can keep on growing without 
nourishment is an ego.”—Fresno Republican. 
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Medical Economics and 
: Public Health 


Continuation of the activities of the Sheppard-Towner 
law are dependent upon appropriations that must be 
made by this Congress. 


Its advocates are having a hard time arousing interest 
among themselves, much less for the active lobbying that 


will be required to induce Congress to extend this 
innovation. 


An active publicity proponent of this most criticized of 
all the fifty-fifty laws voices its discouragement in con- 
nection with a much advertised and heralded statewide 
conference held recently in Los Angeles of all that 
formerly had been interested in the Sheppard-Towner 
law. “The program,” says this periodical, “was very 
enlightening but the attendance so small as to apparently 
justify the conclusion that there are no women in Cali- 
fornia interested in child welfare.” Of course women, 
and men as well, are keenly interested in child welfare, 
but this interest need not be expressed through a political 
bureau of the Department of Labor at Washington. 


A promising study is being carried out by Dr. V. H. 
Podstata and associates at THE Ros—E AVENUE COTTAGES 
for the study and re-education of unusual children, at 
Pleasanton, California. 

“Rose Avenue Cottages” was formerly a_ beautiful 
summer residence with attractive buildings, grounds and 
lawns. It has been converted into a promising personality 
service for those children from 6 to 12 years of age who 


belong to the group aptly termed “unusual” by Doctor 
Podstata. 


Permanently subnormal children and those over 12 or 


under 6 are not accepted except temporarily for purposes 
of diagnosis. 


“The ‘unusual’ child,” says Doctor Podstata in his re- 
cently issued report, “is essentially a pre-psychotic or a 
pre-criminal child. In certain cases the psychosis is 
already in evidence when we receive the child. (So-called 
constitutional depressions, elations, shut-in personality, 
hysterical reactions, etc.) Also the varying mixture of 
traits and _ reactions that we term ‘psychopathy’ may be 
present. Fortunately, the time is past when all these 
deviations were discussed under the term ‘degeneracy.’ 

The majority of the children exhibit a sensitive 
nervous organization, failing to adjust themselves to 
difficult surroundings. A certain proportion of these cases 
show an insufficient capacity and plasticity of the nervous 
organization. Generally, however, the surroundings have 
been largely to blame. 

“Our primary aim,’’ continues the report, ‘‘naturally is 
the search for the cause or causes of the existing devia- 
tion. To systematize this search we assume that these 
may be found upon one or more of the following levels: 


“1. The developmental, largely the lack of potential 
vitality imparted to the uniting parental cells. 


“2. The structural, meaning the development, organiza- 


tion, and structural integrity of nerve tissue impaired by 
trauma or disease. 


“3. The toxic, endogenous or exogenous, producing little 
if any structural change, but interfering with normal 
functions of the nervous system. 


“4. The endocrine, especially the thyroid, pituitary and 
gonad, which primarily, or as a result of other impair- 
ments (toxic, emotional, etc.), cause certain deviation in 
normal capacity of response of nerve tissue. 

“5. The psychic, dividing these into: 

(a) Largely environmental, with reality too difficult 
for adjustment (faulty home and school atmosphere 
and influence, etc.). 

(b) Largely personal, meaning abnormal basic tone 
of feeling, undigested experiences, actual mental 
traumas, conflicts and problems. 


“Even the small group of cases covered in the report 
has demonstrated the need of this large scope of enquiry. 
It has been shown, however, that no matter how large a 
part is played by the ‘physical’ elements, there never fail 
to appear mental reactians based upon, or, better stated, 
compensating for such an impairment. In other words, 
always the individual reacts as a whole. 

“Of necessity the treatment at Rose Avenue Cottages: 
covers more than one level of impairment, but in no case 
can the large mental element be ignored. 

“Every care is taken to create true family atmosphere 
and to avoid institutional routine. The very success of 
this effort emphasizes the need of limitation of the num- 
ber of children who are accepted for care. 

“With the exception of two boys (fourteen and fifteen 
years old), every child admitted to Rose Avenue Cottages 
has been benefited, some of them remarkably so. The 
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two exceptions sustain the decision not to accept children 
over 12 years of age. The success attained with children 
declared impossible (with one exception) both at home 
and in school is very encouraging. The stealing, running 
away and other serious problems, in most cases, dis- 
appeared soon after admission. 


“Rose Avenue Cottages’ has not the finances sufficient 
to warrant extending its services to those who cannot pay 
something. On the other hand, there is no intention of 
converting the cottages into a profit-bearing institution.” 

Under the same able medical management that conducts 
the nearby Livermore Sanitarium, scientific reports of 
value may be anticipated and methods of intelligent serv- 
ice to an important group of children may be established. 


The poor man of “middle age”: One prominent and 
widely quoted writer recently emphasized the point that 
the reason Ponce de Leon did not find the fountain of 
youth was that he started his search too late in life. That 
is said to have been the principal cause of failure of 
others searching for youth’s fountains. 

There seems to be some disagreement among “savants’’ 
as to the exact age when one must go looking for that 
Pierian spring. Most of them agree that old age is too 
late. Some say that “middle life” is about the right time, 
but others believe the search should start with adolescence. 

A prominent physician has said that the best way he 
knew to fail in promoting or preserving health was to 
try to follow as much as possible of the “free medical 
advice” now being issued everywhere in every way by 
everybody except those prepared by education and experi- 
ence to give medical advice. 

Lewellys Barker says, get a hobby—get two hobbies— 
get the hobby of your choice and then ride. To which 
may be added—avoid the free health advice that pugilists, 
movie actresses, “savants” and other bubbling emotion- 
alists who are so energetically dispensing froth for sub- 
stance in health matters. 


Health officers receive appointment: According to the 
Bulletin of California Board of Health, W. F. Mosher, 
M. D., and a member of the California Medical Associa- 
tion, has been appointed city health officer of Holtville to 
succeed Mr. Dale C. Cooper. 

Harry F. Smith, M.D., has been appointed city health 
officer of Piedmont, to succeed Arthur Fibush, M. D. 
Both members of the California Medical Association. 

Warren F. Fox, M.D., has been appointed city health 
officer of Pasadena to succeed Frank W. Hodgdon Jr., 
M.D., who has served in that capacity for many years. 
Doctor Fox’s term of office began January 1, 1926. Doctor 
Hodgdon is a member of the California Medical 
Association. 


“A new field is opening for the physician,” relate 
speakers upon this subject (Virginia M. Monthly). “I 
venture to predict that in the future, all intelligent men 
and women will have their own health physician to whom 
they will look to keep them well and vigorous. This will 
not come until the public recognizes the fact that the 
physician can adequately give this service. To hasten the 
day and to insure its coming, we shall be wise to address 
ourselves to the task of becoming as efficient and success- 
ful in this field as in the field of prevention of com- 
municable illness and the cure of disease.” ... 


The American Optical Company has withdrawn 
their advertising support and co-operation through CALI- 
FORNIA AND WESTERN MEDICINE with the physicians of 
California, Nevada and Utah because “intensive adver- 
tising in other fields will not permit” them to continue 
their former methods of appeal. 

In answer to our members who have made enquiry 
regarding the reasons for this change of policy of the 
American Optical Company, we can only state the reason 
they gave in the above quotation, because that is all we 
have been supplied with. 


Ennion G. Williams, M. D., Health Commissioner of 
Virginia, in discussing the reorganization of the Virginia 
Public Health Service, makes such commendable state- 
ments as: 

“Public health authorities have kept before them the 
idea that the work must be carried on for the whole 
people, or the public, and not for individuals. The view- 





March, 1926 


point of the health officer, whose duty is to protect the 
public, is in marked contrast to that of the practitioner of 
medicine, whose duty is to the individual. It is also in 
marked contrast to the charity or welfare worker, who 
administers to the relief of the individual poor.” .. . 

“Public health duties include the education of the public 
as to a knowledge of the cause of diseases and methods to 
prevent them . . . the supervision of such utilities as 
water supplies and sewage disposal, and the abatement of 
nuisances dangerous to the public health. . . . Control of 
communicable diseases, including the collection of reports 
of cases, aid in diagnosis, epidemiological study of the 
cases and the institution of measures for control.” .. . 

“Other states make urinalyses and pathological exami- 
nations of tissues, but we have interpreted these examina- 
tions as not being within the legitimate boundary of 
public health activities.” ... 

“There is a question as to the extent to which the 
government should go on looking after the physical condi- 
tion of children. It can at least see that the environment 
is what it should be and furnish those that make the 
inspections, leaving the corrections to the parents or 
guardians. The correctional work should only be carried 
on by the government because of the inability of the 
parents to do so. In the use of the word government, I 
refer to national, state, or local.” 


Physical therapeutics is the new title of a magazine 
formerly issued by The Williams & Wilkins Company of 
Baltimore under the name of the American Journal of 
Electro-Therapeutics and Radiology. 


“As one result of the desirability of periodic exami- 
nation,” says Boston M. & S. J. editorially, “numerous 
commercial ‘clinics’ and ‘institutes’ have sprung up, bear- 
ing with them the suggestion that it is only through such 
organizations that a thorough ‘stocktaking’ can be had, 
since it is beyond the ability of any one physician to carry 
out an examination which will detect any and all signs 
of incipient disease.” ... “The fundamental objection 
to the commercial clinics is that they operate to destroy 
the confidence between patient and physician which is 
essential if the former is to obtain the best kind of medical 
care.” ... “If periodic health examinations are to result 
in benefit to individuals, they must be made by one who 
individualizes, not by an organization that tends to 
mechanize the process... . 

“If health clinics and commercial institutes are to justify 
their existence by serving the best interests of their mem- 
bers they must realize that this can be done only by co- 
operating with the family physician, not by endeavoring 
to supplant him... . 

“If the family physician is not qualified the remedy 
lies not in superseding him, but in altering our system 
of medical education so that it shall give him these 
qualifications.” 


Dr. Harry Alderson recently forwarded us some 
mail that describes another cure-all for the inhabitants 
of the land of Moronia. 

The device, which is said to be so helpful to doctors, 
appears to be a sort of automatic chiropractic thruster 
operated by electricity. The advertising is of the usual 
testimonial variety, the testimonials claiming to be from 
doctors of medicine as well as a variety of cultists. 

Among other amazing claims is one said to be from a 
doctor indorsing the value of this percussion hammer on 
the seventh cervical vertebra in the treatment of 
aneurism. 

A naturopath is quoted as saying that this up and 
down motion riveting hammer is particularly successful 
in eliciting the “spinal heart reflex of stimulation!” A 
chiropractor finds it “helpful in relaxing the spinal 
muscles before adjustments!!’? A kinesipath, whatever 
that is, has used the hammer on “a case of fracture of 
the humerus with distinct benefit!!!” 

“Dr, ——— Chiro.” finds “it particularly valuable in 
treating female troubles.” “Its penetrating powers are 
stimulating! !!!” 

“J, M. Ray, M.D.” claims “marked success” with this 
device in treating “patients in Rockwood Old People’s 
Home,” etc., etc. 
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In their letter about this machine its promoters state: 


“Because of the remarkable results obtained by its use 
in this way we have coined the phrase ‘surge treatment,’ 
and because of its resemblance to a wash machine in its 
method and effects, the to and fro action in the tissues 
cleanses them of the acid impurities and at the same time 
stimulates the local circulation, both of which as you 
know are essential to a healthy condition.” 

Disgusting you say. Of course, but do you know that 
this thing is manufactured in California, advertised 
through the mails and sold openly? 


The Sutter Hospital of Sacramento is supplying in- 
terested friends with an attractive and useful annual 
report. They have departed from the old-time stereotyped 
method of report that was about as interesting reading as 
a census or weather bureau report. It is in narrative form, 
illustrated, and tells of growth and progress that reflects 
credit upon the management and ought to be a source of 
comfort and pride to the people of Sacramento. 

The hospital gives mothers a parchment birth certificate 
bearing a drawing of the hospital and the certification of 
the birth of the baby signed by the attending physician 
and the superintendent and bearing the seal of the 
hospital. Over 500 such certificates were issued last year. 

That is service that counts in the campaign to lower 
maternal hazards and infant mortality, made available to 
the people of Sacramento by the industry, leadership and 
teamwork of the doctors and their friends who financed 
and are conducting this splendid hospital exclusively as 
an ethical agency of scientific medicine. 


The passing of Jacob Bausch is a matter of interest 
to physicians and all who use microscopes. Bausch died 
recently at his home“in Rochester, New York, at the age 
of 95. He was president and founder of the Bausch & 
Lomb Optical Company: 

“As a poor immigrant boy he borrowed $60 from 
Henry Lomb and launched upon a business career which 
won him world-wide recognition. Lomb died in 1908.” 


“Some of our medical concepts may have to undergo 
revision,” says Hugh S. Cumming (Virginia M. Monthly). 
“Even words may play an important role in popularizing 
periodic examinations for already we note a tendency to 
refer to the physician as ‘health counsellor’ and the 
patient as ‘health client,” relate speakers upon the subject. 

We are still too much inclined to place disease and 
health in distinct categories, and yet how well we know 
that the line of demarcation is imperceptible. Our knowl- 
edge is scantiest where the two appear to merge and for 
that reason we may look for new light and significant 
facts as more and more people, presumably well, are 
brought under the scrutinizing eye of the physician trained 
to detect danger signals. A solemn scientific duty will rest 
upon the examining physician to keep accurate records, to 
note all of the facts in the clinical or pre-clinical picture. 


For your convenience, C. H. Hittenberger Co., Sur- 
gical Appliances, have opened a branch store at 460 Post 
street, San Francisco, where you will find perfectly 
appointed and finely equipped rooms for privacy, where 
your patients will receive competent and courteous atten- 
tion at all times. Their announcements are found monthly 
in our advertising pages. 


Most people no doubt have forgotten the spectacular 
free advertising an osteopath received in the news columns 
a short time ago because of his alleged call to Spain to 
cure the defective hearing of Prince Don Jaime, son of 
the king. 

The story was a plausible one to morons; it made the 
osteopath “famous” over night, and it gave him an 
opportunity to cash in on hundreds of thousands of dollars 
worth of free advertising. Investigators have later found 
that the prince is still deaf. 

Nevertheless, a magazine of national circulation and a 
certain amount of prestige, smeared its pages with a 
salesmanship story that rivaled those of the average cir- 
culars and claims of goat gland vendors. 

We don’t know what has become of the osteopath. 
With so much free advertising he ought to have been 
able to clean up and retire. The most interesting feature 
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of the story is contained in the swan song issue of 
McClure’s magazine which ceased publication with the 
February issue. In this last issue is a snarl at those who 
had criticized the accuracy, judgment and taste of the 
magazine in its previous exploitation of a man who 
claimed to cure deafness by “operative, constructive finger 
surgery.” 
Thus endeth another chapter. 





California and Western Medicine (February, 1926, p. 
241) quoted rather fully from the sordid story of the 
actions of a couple of itinerant quacks whose victims 
were people with “eye trouble.” : 

These “specialists” were arrested and pleaded guilty. 
What happened may be inferred from the following letter 
from the Board of Medical Examiners to the District 
Attorney of Fresno County: 


“This will acknowledge the communication sent us 
signed N. Evinger, clerk, relating that a plea of 
guilty was accepted from both Faircloth and Geb- 
hardt, each thereafter having been fined $600 and 
given six months suspended sentence. 

“Considering the numerous complaints that have 
come to us throughout the State of California regard- 
ing similar operations of two individuals who have 
made a practice of swindling unsophisticated elderly 
people of means, it is too bad that an example was 
not made of Faircloth and Gebhardt and both sent to 
jail.” 

Signed: C. B. PINKHAM, Secretary. 


Medical, Health and Health 


Agency News 





The monthly meeting of the Staff of Hollywood 
Hospital was held in the assembly room on Tuesday, 
January 26. The meeting was well attended, there being 
about 120 members present. The subject for the evening 
was “Drainage in Infections of the Gall-bladder, Liver, 
Bile Ducts and Pancreas.” A. S. Lobingier was the chief 
speaker, his talk being illustrated with lantern slides. 
George Dock led the discussion, followed by William 
Dashiell, C. F. Nelson, F. K. Collins, J. B. Williams, and 
H. G. Marxmiller. 





San Diego County General Hospital’s Medical Staff, 
writes Robert Pollock, have elected the following officers 
for 1926: President, C. E. Howard; vice-president, W. O. 
Weiskotten; secretary, Martha Welpton. The election 
followed at the close of a very excellent clinical program. 
It is rare that one is privileged to witness such generous 
discussion as was given the cases presented. The writer 
is firmly impressed with the belief that if those attending 
staff meetings and medical societies simply let themselves 
go and expressed as vigorously and pertinently their 
views on cases presented as they are apt to do after they 
leave the meeting, very much would be gained for the 
advance of medicine as a whole. 





The Medical Staff of the Scripps Memorial Hospital 
recently elected the following officers for 1926: President, 
H. C. Oatman; vice-president, S. T. Gillispie; secretary- 
treasurer, A. B. Smith. This hospital has just closed its 
initial year of service to the public quite successfully, and 
promises to fill a much needed demand for a high class 
hospital to serve that section of the city. 





The Children’s Hospital, San Francisco, has decided 
to build within the year an additional wing costing some 
$350,000, which will be devoted to maternity service and 
the development of a physiotherapy department as com- 
plete as is possible to plan. 

The death of Dr. Virginia Milner, assistant resident 
at the hospital, occurred January 15, 1926. Doctor Milner 
sustained a slight superficial scratch on the back of the 
right hand a short time before the 29th of December, 
which was so trivial that she did not remember when or 
how it occurred. It apparently healed promptly, but was 
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further injured by scrubbing in the surgery on the 26th 
and on the 29th the tender spot was incised and treated 
surgically. There were soon all indications of a virulent 
infection which did not yield to treatment, and resulted 
in a virulent meningitis and a general septicaemia due 
to a hemolytic streptococcic infection from which she died 
seventeen days after the first recognition of the disease. 
Doctor Milner was a resident of Kentucky and a graduate 
of the Johns Hopkins University Medical School. 





The monthly meeting of the Franklin Hospital Staff 
(as reported by George W. Becker, secretary) was held 
in the hospital on Monday, January 25, Irving S. Ingber 
presiding, after which the usual clinical meeting was 
held in the auditorium. 

A large audience heard the papers, “Testicular Sub- 
stance Implantations,” by Leo L. Stanley, and a report of 
an “Interesting Case of Malaria,” by J. Wilson Shields. 
Stanley gave a lengthy paper followed by lantern slides. 
His conclusions were the results of 1000 implantations of 
testicular substance, in 656 human subjects, including 
seven females. Striking improvements were noted in 
numerous cases of general asthenia, acne-vulgaris, and 
senility. Subjective or objective improvement was noted 
in rheumatism, neuresthenia, poor vision, and a few 
other diseases. 

The operation is practically painless and harmless, and 
the technique as outlined by Stanley is very simple. He 
claims that the transplantation of the human testicular 
substance has a decided beneficial effect on the well-being 
of the patient. The implant does not live, but probably 
during the process of necrosis, certain substances are 
given off into the lymphatic, or blood stream, which 
stimulate the patient in some unknown way. The length 
of time which these beneficial effects last has not 
been definitely determined. It is possible that it lasts 
longer than a year. He does not claim that this procedure 
will increase longevity. This would be hard to establish, 
although he feels that anyone that enjoys good health and 
vigor and takes pleasure in living will outlive a patient 
with the opposite characteristics. As physical manifesta- 
tions are a good indicator of one’s state of health, he 
believes, judging from these as well as other indications, 
that beneficial effects may be produced by testicle. trans- 
plantations. An interesting discussion followed, led by 
Hans Lisser and Victor G. Vecki. 

J. Wilson Shields reported a case of malaria which 
had baffled diagnosis for some time, until finally the 
crescents were found in the blood smear, illustrating how 
very necessary and helpful the laboratory is in clinical 
diagnosis of obscure conditions. 





The San Francisco Polyclinic Staff held a meeting 
on November 24, 1925. T. Victor Hammond read a paper 
on “Myxedema” with presentation of case, making his 
diagnosis on the history, symptoms, physical examination 
and the effect of thyroid therapy, going into the details 
of the characteristic skeletal pathology, which consists of 
achondroplasia due to defective development and pre- 
mature atrophy of the ossifying cartilages and to pre- 
mature calcification of the bones at the base of the skull, 
while the dome is disproportionally large and thick. For 
the same reason the stature is dwarfed, while the shafts 
of the long bones are thick and massive. Numerous 
autopsies have* revealed a total absence of the thyroid 
gland or a considerable diminution in its size, also 
degenerative changes in its parenchyma. There is a 
thickening of the subcutaneous tissue and often fatty 
deposits in certain locations. The hypophysis cerebri is 
defective in many cases. 

Myxedema was differentiated from three other classes 
of patients: (1) those presenting skeletal similarities— 
rickets, syphilis, hydrocephalus and achondroplasia; (2) 
those presenting edematous similarities—nephritis, heart 
conditions and sclerederma; (3) mental—mongolian idiocy 
—infantilism. If thyroid gland therapy is not continued 
throughout the lifetime of the patient the symptoms recur. 
Henry Harris discussed the paper and especially the 
spontaneous myxedema of adults, saying that the disease 
is not such a rare condition as is generally thought to be. 
Ernest K. Stratton discussed the skin manifestations of 
this disease. Sanford Blum discussed myxedema in general 
and the patient presented as previously treated by him. 
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At the October meeting, Henry Harris presented (1) 
a patient with Hodgkins disease of five years’ duration. 
This patient had been much relieved by x-ray 
applications. 

(2) A clinical report was submitted of a syphilitic 
man, aged 45, who had been insufficiently treated. Four 
and one-half years ago he had fallen on his right elbow. 
Following this the right cubital gland became swollen and 
painful and was excised by S. Hyman. The laboratory 
report concurred in by two leading pathologists was 
lympho sarcoma. With mercurial injections and x-ray 
applications, the patient recovered entirely. This was 
interpreted as lymphadenitis simulating malignancy. 

(3) A remarkable man, aged 56, was then demon- 
strated. He had been seen by numerous physicians in 
Europe and this country and had been the subject of 
several reports before English and German societies. 
In 1896 he had a chancre, with secondaries in 1897. In 
1902, while still taking anti-syphilitic treatment, he 
developed nocturnal pain in the chest. The dyspnea, 
dysphagia and progressive weakness, together with the 
physical and radiologic signs, led Zumbush, of London, 
to diagnose mediastinal tumor in 1904. Later, a metastasis 
in the left neck was removed and diagnosed as alveolar 
sarcoma. He was sent to Vienna for x-ray treatment. 
Various physicians, including some of the most eminent, 
told him he was about to die. The result of his x-ray 
course was brilliant. He has been well now for over 
twenty years, competent and the executive head of a 
large metal company. This patient, his x-ray pictures 
taken during the past twenty years and his blood reports 
were shown. It was interpreted as a fortunate instance 
of lympho sarcoma, or possibly lympho granuloma in a 
syphilitic patient. 

Comment was made on our inability to differentiate 
between the different lymphopoetic diseases, upon their 
resemblances to mild malignancy and their unfavorable 
prognosis. 

Discussion was opened by H. C. Moffitt. One must not 
too hurriedly diagnose fatal mediastinal tumor. He, too, 
had seen at least one man with a favorable outcome, 
similar to the individual shown. Lympho sarcoma was 
amenable to x-ray influence. He showed an interesting 
series of mediastinal tumor x-ray pictures. 


St. Francis Hospital, San Francisco, approved for 
residents. The Council on Medical Education and 
Hospitals of the American Medical Association has placed 
the St. Francis Hospital on the list approved for resi- 
dencies, notifying the hospital in a letter to Dr. J. W. 
Ramsey, director, reading as follows: 


“Very careful consideration has been given to the matter 
of the approval of St. Francis Hospital for general 
residencies for those who have already had a general 
internship, and it is a pleasure to inform you that the 
hospital is now so approved. 

“Your position which enables you to obtain residents 
who have already had the advantage of a general train- 
ing, and the opportunity which you have of still further 
advancing that skill and knowledge, are matters of 
sincere congratulation.” 


St. Joseph’s Hospital Staff, San Francisco, met Feb- 
ruary 10, 1926. H. B. Carey opened the meeting with a 
case history of “Rupture of Liver During Pregnancy.” 
The patient suddenly experienced a severe and continuous 
pain in the lower abdomen several weeks before term, 
but was up and about. Next day vomiting, restlessness, 
fast pulse, and shock appeared. Blood count showed 39,300 
white cells, 94 per cent neutrophiles, 3,488,000 red cells, 
and 54 per cent hb. Urine showed albumin but no casts. 
Temperature was 99.2, pulse 120 and respiration 22; blood 
pressure 130 systolic. Most of the tenderness was in the 
lower left quadrant. Cervix was dilated 4 cm. and head 
was high. After consultation with Mohn and C, E. Taylor 
the abdomen was opened and Cesarean section done. 
About a quart of blood, mostly coagulated and dark, was 
found. A laceration, about two inches long and vertical 
was noted in the posterior surface of the right lobe of the 
liver. The liver was large and friable. The laceration 
was cauterized with heat and gauze packed against the 
wound. After three or four days of stormy post-operative 
signs, the pulse varying from 140 to 150, and the tempera- 
ture between 102 and 103, the mother and child went 
home and are doing nicely. 

C. O. Southard spoke on “Atypical Mastoid Cases,” 
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and illustrated with four patients where the signs were 
not clear and the x-rays helped or mislead. One case had 
a protrusion of the right eye, irregular discharge from 
the left ear and perforation of the drum, but no pain. 
X-ray and operation showed extensive necrosis of the left 
mastoid, probably due to cavernous sinus thrombosis. 
Patient recovered and eye returned to normal. A second 
case was found to be necrotic and full of pus, although 
the x-ray showed no pathology. A third had signs of 
facial paralysis and positive x-ray signs of mastoiditis 
and was cured by operation. The last patient had deceit- 
ful x-ray signs but extensive operative findings. 

Ernest Gehrels presented a case of “Anul Fistula Con- 
necting with Urachus.” This appeared as an anal fistula 
and had been operated upon twice for this condition, 
which he was suffering from for eleven years. The probe 
led from near the anus upwards for two inches outside of 
the rectum. The diagnosis was probably pelvic dermoid. 
The fistula led around the rectum on its posterior aspect 
and then turned anteriorly and upwards, so that loosening 
of the entire rectum on the left side was required for 
exposure. After having followed the fistula as far as it 
was possible, the probe was found bulging in the anterior 
abdominal wall, in the midline, at a point about two 
inches above the symphysis. It was decided to go in at 
this point two weeks later. In the meantime an x-ray 
picture was taken, filling the fistula with bismuth paste. 
A cystic sac was found filled behind the symphysis. 
Cystoscopy revealed no communication with the bladder 
and a diagnosis of cyst of the urachus was now made. 
The second operation was done extraperitoneally, loosen- 
ing the bladder anteriorly and laterally. The cystic sac, 
the size of a dried fig, was removed and the fistula 
followed downward on the left side of the neck of the 
bladder. The patient made a good recovery. After three 
months the posterior fistula is closed. The microscopic 
examination of the sac and fistula showed only fibrous 
tissue, but no epithelium, which latter had probably been 
destroyed by the long suppuration. 

W. A. Naylor demonstrated a patient with a “Long 
Standing Cellulitis of the Forearm,’ where early amputa- 
tion of a finger had been refused and resulted in an 
extensive infection of the limb below the elbow and bone 
destruction, accompanied with general rigidity of all the 
joints in spite of many incisions to drain. 

A. S. Musante and Marshall Ryer reviewed recent 
cases of pelvic peritonitis and gangrene of the colon, 
respectively. 

The program of March 10 follows: 


“Anatomy, Physiology and Surgical Importance of the 
Capillaries,” by O. E. Eklund, M. D., and “Treatment of 
Infantile Paralysis,’ by Ethan Smith, M. D. 


St. Luke’s Hospital Clinical Club held a regular 
meeting at noon on Thursday, February 4, 1926. The 
subject of the day, “The Use of Heavy Metal Salts in 
the X-ray Diagnosis of Gall-bladder Disease,” was pre- 
sented by John M. Rehfisch, who outlined a new method 
which, by the secretion of a heavy metal opaque salt into 
the gall-bladder, permits the accurate investigation of its 
morphology and function, probably the most important 
diagnostic contribution made to medicine by the x-ray 
since the day the first contrast meal was given. The 
sodium-tetraiodosulphophenolphthalein may be given in- 
travenously or by mouth. We prefer the oral as the 
routine method—a smoothly contoured gall-baller shadow 
appearing twelve or fifteen hours after the ingestion of 
the drug and disappearing or growing considerably 
smaller an hour after a fat meal would seem to be thor- 
oughly satisfactory evidence of an active and properly 
functioning gall-bladder. The non-appearance of the 
shadow, if checked once or twice, is probably almost 
certain evidence of a diseased organ or one in which the 
cystic duct is blocked by calculi. Our results in our small 
series have so far been uniformly satisfactory when 
checked at operation. 


San Luis Obispo County Board of Supervisors have 
just advertised for bids for the erection of a new $100,000 
County Hospital, to be built at San Luis Obispo and 
known as the San Luis Obispo County General Hospital. 
This will fill a long-felt want in the county, and the 
erection has been advocated and urged by the San Luis 
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Obispo County Medical Society for some time. According 
to the plans, it will be a very modern and well equipped 
institution. 





The Oaks Sanitarium, Los Gatos, will shortly build 
an attractive Nurses’ Home. 

Upon the return from Europe of Dr. William Voor- 
sanger, medical director, the sanitarium will erect a 
building to be used solely for the treatment of surgical 
tuberculosis. 





St. Luke’s Hospital, San Francisco. There is a 
medical news item of interest to all physicians in the 
monthly report of every hospital director to its board of 
governors. Of course, there are hospitals, or at least 
institutions that go by that name, who do not make any 
such reports, and news items about such would have very 
little or no value. 

St. Luke’s Hospital supplies the editor of CALIFORNIA 
AND WESTERN MEDICINE regularly with its monthly re- 
ports. They are well designed to give valuable informa- 
tion and are very much along the line that has the 
endorsement of medical organizations. 

During the month of January, this hospital had 3977 
patient days, or a total daily average of 128.2 patients. 
These were divided between those having absolutely free 
service; those paying part of the cost of their care to the 
hospital and those paying the regular fees for private 
patients. 

The total earnings of the hospital for the month were 
$31,440, and the expense $33,192. It cost the hospital $8.35 
a day to render its service to the sick and the income from 
all sources was $7.91 per day per patient. Some further 
idea of the magnitude of the hospital service is given 
from these figures: 

Total meals served 38,733, at a cost of 20 cents a meal; 
184,000 pieces of laundry were done at a cost of .004 
cents a piece. There were 175 operations and no accidents 
or infections. The laboratory performed 2402 services and 
the radiological department nearly 700 services. 

The director reports all records to be in splendid shape, 
all being indexed and filed and from 96 to 100 per cent 
of them complete in every detail. The resident staff of 
the hospital consists of one resident and six interns, and 
forty-three doctors of the visiting staff had patients in 
the institution during the past month. 

A new central supply room has been introduced into 
the hospital, and the director reports that it is operating 
efficiently and with increased economy. Conditions govern- 
ing the admission and care of free and part-pay patients, 
including those occupying endowed beds, is covered in a 
recent resolution of the board of directors of this hospital, 
reading as follows: 


“(a) The patient is sent with the understanding that 
he will occupy a ward bed. If, in the judgment of the 
hospital, patient is suffering from a chronic condition and 
cannot be relieved by hospital treatment, such patient 
must be removed after reasonable time (presumably one 
month). 


“(b) No free or part-pay patient may occupy a room 
or employ a private nurse without, first, consent of the 
medical director upon recommendation of the staff or 
social worker; second, with the understanding that room 
rates will be charged against the endowment and the 
patient, and that any excess over the income of fund 
must be met by the person placing the patient; third, that 
patients occupying rooms must arrange with the attend- 
ing physician or surgeon for his services in case room 
treatment is not demanded by the character of the case 
or where ward treatment would suffice. 


“(c) That the medical director notify the nominator 
or trustee when the income of the bed fund for which he 
is responsible has been expended in order that provision 
for subsequent payment may be made by such nominator 
or trustee.” 


_——————— ees 


William D. Haggard, president of the A. M. A., speak- 
ing on “teamwork for the health of the people,” summed 
up: 

“Neglect your business if you must; neglect your golf 
game if you can; your wife if you dare; but do not neg- 
lect your yearly health examination.” 
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PRINCIPLES OF MEDICAL ETHICS OF 
THE CALIFORNIA MEDICAL 
ASSOCIATION 


The subjoined Principles of Ethics with relation 
to Industrial Medical Practice were recommended 
by the Committee on Industrial Practice and passed 
by the council of the California Medical Association 
at its meeting of January 30, 1926, in pursuance of 
the ruling of the House of Delegates at its 1925 
session. The council ordered them to be printed in 
CALIFORNIA AND WESTERN MepiIcINE and trans- 
mitted to each county society. They were adopted 
in response to a demand for a uniform set of rulings 
under which action for unethical conduct may be 
brought in the various county units in compliance 
with their several constitutions; and in order that 
these principles be operative, it will be necessary for 
each county unit to consult the provisions of its con- 
stitution as to whether or not a formal adoption is 
required. 

In submitting the principles for publication in the 
journal, as instructed by the council, we feel that a 
word of explanation should go with them. 

Various committees have been appointed and 
functioned since the question of compensation laws 
has faced the society and those of its members who 
are called upon to care for the injured workmen. 

The principles in their present form are the result 
of much study and thought. I might say they are the 
results of the efforts of the several committees work- 
ing for the past two or three years. With the help 
of Mr. Peart they have been codified and have 
received the endorsement of the council and their 
publication ordered. They are not perfect, nor do 
they cover all possible contingencies. However, we 
think they do cover the fundamental ethical prin- 
ciples for which they are intended. 

We earnestly ask the profession, whether inter- 
ested in industrial practice or not, to give them 
their attention and their support so that they will be 
properly and practically applied to questions arising 
in the county and section units. 

Puivip STEPHENS, M.D. 
Chairman Committee on Industrial Medical 
Practice, California Medical Association. 


Applicable to Industrial Medical Practice (professional 
services rendered under terms of the Workmen’s Com- 
pensation, Insurance and Safety Act). 

Adopted by the House of Delegates at Yosemite, May, 
1925, codified by the council, January 30, 1926. 

(Industrial Medical Practice as herein defined shall, by 
reason of similarity of conditions, include group practice 
covering non-industrial injuries and health of employees.) 

Principles of Medical Ethics particularly applicable to 
Industrial Medical Practice: 


I 


Wuereas, The principles of medical ethics of the Ameri- 
can Medical Association expressly provide that it is un- 
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professional for a physician to dispose of his services 
under conditions which make it impossible to render 
adequate services to his patient or which interfere with 
reasonable competition among the physicians of a com- 
munity, and that this is detrimental to the public and the 
members of the profession, and lowers the dignity of the 
profession; and 


Wuereas, The California Medical Association did, 
on the sixth day of December, 1919, adopt a fee schedule 
for the performance of such services, which schedule is 
the lowest consistent with proper care and service to and 
the welfare and safety of the injured workman; 


WHEREFORE, It shall be unprofessional for any member 
to accept employment in any professional capacity 
directly, as consultant, or otherwise, on a fee basis or by 
salary, or otherwise, from any layman or firm or corpora- 
tion owned or controlled by laymen and engaged for 
profit in furnishing professional medical and surgical 
services in Industrial Medical Practice; 

ProvipeD, That this rule shall have no application to 
any licensed insurance company in rendering medical and 
surgical services to employees of its own assured, or to 
any association of employees who contribute in whole or 
in part to secure such services for their own benefit, or 
to any self-insuring employer furnishing such services to 
the employees of such employer; ProviwepD FurTHER, How- 
EVER, That such insurance company or association, or 
employer shall not furnish such services through any 
intervening layman or lay organization. 


II 


Anp Wuereas, Said American Medical Association has 
also announced as a fundamental principle that it is 
detrimental to the public good and degrading to the 
profession, and therefore unprofessional to give or receive 
a commission; 

Wuererore, It shall be unprofessional for any member 
to dispose of his services in Industrial Medical Practice 
for any fee or compensation less than that prescribed by 
said fee schedule and such modifications thereof as shall 
from time to time be approved by this association; 


ProvipeD, That if such employment is upon a salary 
basis, such salary taking all the conditions of employment 
into consideration, must be adequate, and the council of 
the member’s county society shall be the final judge of 
the adequacy thereof; 

AND WHEREFORE, For the same reasons it shall be un- 
professional for any member of this association to share, 
divide, or pay over any portion of his compensation for 
such services directly or indirectly or in any manner to 
or with any person, firm, or corporation, or to rebate 
from fees received for his professional services at the 
rates prescribed by said schedule by money, services, or 
anything of value to any employee, employer, insurance 
carrier, broker, factor, or any person, firm, or corporation. 

Anp Wuereas, The Principles of Medical Ethics of the 
American Medical Association provide that solicitation 
of patients by circulars or advertisements, or by personal 
communications or interviews, not warranted by personal 
relations is unprofessional; and that it is equally un- 
professional to procure patients by indirection through 
solicitors or agents of any kind, or by indirect advertise- 
ment, or by furnishing or inspiring newspaper or 
magazine comments concerning cases in which the 
physician has been or is concerned. All other like self- 
laudations defy the traditions and the tone of any profes- 
sion and so are intolerable. Said principles also provide, 
however, that the publication or circulation of ordinary 
simple business cards, being a matter of personal taste or 
local custom, and sometimes of convenience, is not per 
se improper. As implied, it is unprofessional to dis- 
regard local customs and offend recognized ideals in 
publishing or circulating such cards. 

Anp Wuereas, Said Workman’s Compensation Act and 
such group insurance practically deprives the individual 
patient of his free choice of physician unless at his own 
expense, and such medical and surgical service is 
arranged for in practice by insurance companies and 
employers by contract wholesale: 

Wuererore, It shall be unprofessional for any member 
engaged in such practice to solicit employment by cir- 
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culars or advertisements, or personal communications, or 
interviews not warranted by personal relations or to 
procure patients by indirection through solicitors or agents 
of any kind; 

ProvipeD, However, That a member may in person, or 
by a Doctor of Medicine in his employ, or by letter, in- 
form insurance companies, self-insuring employers and 
their representatives of his qualifications, experience, 
equipment, staff and offices qualifying him to handle such 
practice, such matter to be without self-laudation. The 
use of the member’s name on automobiles or on service 
stations (except in reasonably sized letters for informa- 
tion) shall be unprofessional. 

The use of first-aid notification cards shall be confined 
to insurance companies and employers. It shall be un- 
professional for a member to permit his name to appear 
on any such card unless the card conforms to the follow- 
ing specifications: 

All medical service cards shall be the property of the 
insurance carrier and/or the employer where displayed, 
and all expense of providing such medical service cards 
shall be borne by the insurance carrier and/or the 
employer; the name of the insurance carrier and/or em- 
ployer shall appear in bold type at the top with no read- 
ing matter on the card with reference to the physician or 
surgeon, except his or her name, office location, hours, 
and telephone numbers; the card may contain necessary 
hospital and ambulance information; no member shall 
print, distribute, or use any card. All medical service 
order blanks shall have at the top of the card or order, 
“Medical Service Order of ” (here inserting the 
name of the insurance carrier and/or employer). Order 
blanks shall always be printed so as to surely indicate 
that it is a medical service order from the insurance 
carrier and/or the employer and not the physician or 
surgeon himself. 

IV 

Advertisements of hospitals owned or controlled in 
whole or in part by a member engaged in such practice, 
or in which the member is interested as a stockholder, 
director or otherwise, shail be governed by the Principles 
of Ethics of The American Medical Association relating 
to advertising by an individual; and all other relations 
of the member to and with industrial medical practice 
not herein specifically dealt with shall be governed by 


the Principles of Ethics of The American Medical 
Association. 


ANNUAL SESSION CALIFORNIA MEDICAL 
ASSOCIATION, 


Oakland, April 26-May 1, 1926 

The committee on arrangements are actively en- 
gaged in arranging for your entertainment at the 
annual meeting to be held in Oakland, April 26 to 
May 1, inclusive. 

Special plans are also being made for the enter- 
tainment of the ladies. There will be luncheons, teas 
and cards at the various country clubs. 

A detailed plan of the meeting will be printed in 
the next issue of the Journal. 

Your attention is again called to the necessity 
for making your hotel reservations: 


Rates of hotels in Oakland for the California 
State Medical Association, April 26 to May 1, 
1926: 


HOTEL— SINGLE DOUBLE 
(With Bath) 

Oakland $3.50 to $7.00 $5.00 to $10.00 

Ee 3.50 4.50 

5.00 (Twin) 

4.00 

4.50 (Twin) 

3.50 


SINGLE DOUBLE 
( Without Bath) 


$2.50 $3.50 to $4.50 


Harrison ~... 2.00 50 


Key Rt. Inn_.. 1.50 50 
1,50 50 
1.50 00 
2.00 50 
1.50 .00 
1.50 50 


3.00 
3.00 
3.50 
3.00 
3.00 
3.00 
4.00 (Twin) 


The Hotel Oakland has been selected as head- 


ls SNE: accents 
San Pablo... 
oe ———— 
Touraine —... 
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quarters for the meeting. Please make your reser- 
vations with the Hotel Reservation Committee, care 
of Hotel Oakland. : 

Space for exhibits is available to advertisers in 
CALIFORNIA AND WESTERN MEDICINE, and infor- 
mation regarding floor plan and rates may be ob- 
tained from the Hotel Oakland. 

CLARENCE A. DePuy, M. D., 


Chairman of Arrangements Committee. 





ONE HUNDRED AND FIFTY-EIGHTH MEET- 
ING OF THE COUNCIL OF THE CALIFOR- 
NIA MEDICAL ASSOCIATION. 


Held in the English Room of the Palace Hotel, San 
Francisco, California, Saturday, January 30, 1926, at 
10:15 a. m. 

Present—Doctors Parkinson, Ewer, McArthur, Catton, 
_ Kinney, Kiger, DeLappe, Beattie, Smith, Peers, Kress, 
Shoemaker, Gibbons, Pope, and General Counsel Peart. 

Absent—Doctors Coffey, McLeod, Bine, and Curtiss. 

Invited—Doctor Musgrave. 


Minutes of the Council—On motion of McArthur, 
seconded by Gibbons, it was 

ReEsoLveD, That the minutes of the one hundred and 
fifty-seventh meeting of the council, as mailed to each 
member thereof, be approved. 

Minutes of the Eighty-sixth Meeting of the Execu- 
tive Committee—The secretary read the minutes of the 
eighty-sixth meeting of the executive committee, which 
were approved as read. 

Minutes of the Ejighty-seventh Meeting of the 
Executive Committee—The secretary read the minutes 
of the eighty-seventh meeting of the executive committee, 
which were approved as read. 

Minutes of the Eighty-eighth Meeting of the Execu- 
tive Committee—The secretary read the minutes of the 
eighty-eighth meeting of the executive committee. 

Doctor Kress stated that he was convinced that the 
ruling of the executive committee on the term “residence” 
did not have a sound foundation and the matter should 
be reconsidered. It was the sense of the council that the 
minutes of the eighty-eighth meeting should lay over 
until the afternoon session to permit of further considera- 
tion of the question of membership in adjoining county 
societies. 

Changes in Journal—Doctor Musgrave presented facts 
regarding the publication of papers presented at the 
annual meeting. Letters of approval and condemnation of 
the policies of the journal were presented and the various 
steps in editing explained. Doctor Kress called attention 
to the tremendous amount of work involved in the editing 
of a first-class medical journal. 

Action by the council: On motion of Kress, seconded by 
McArthur, it was 

Reso_veb, That the report of the editor be referred to 
a special committee to examine the report submitted by 
the editor. Also that the report be printed in full by the 
editor for the convenience of members and the best 
interest of the journal. Furthermore, that a two-page 
digest be made for the annual state directory (same to 
be printed on two opposite pages). 

On motion of Catton, seconded by Smith, it was 

Reso.vep, That the council give a vote of appreciation 
and confidence to the editor and in addition vote him 
assurance that we are at all times only attempting to 
promote what is a representative journal. 

The chair appointed Doctors Kress, McArthur, and 
Peers, a special committee of three and suggested that 
Doctor Catton, member of the program committee, be also 
requested to attend the session of the committee. 

The editor explained the desirability of having the 
journal stitched instead of stapled and suggested that the 
number containing the annual program should be stitched. 
This matter was referred to the executive committee for 
consideration. 

Industrial Medical Practice—The report of Philip 
Stephens, general chairman of the Industrial Medical 
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Practice committee, was read by the secretary. It was the 
sense of the council that the report be received and 
placed on file and that it be read at the open meeting of 
the council at 8 p. m. 


Clinical Prize Committee—The chairman reported on 
the present status of the committee. Upon the resignation 
of Doctor Walter C. Alvarez, chairman of the committee, 
Dudley Fulton was offered the chairmanship and George 
Dock, of Pasadena, offered a position on the committee. 
Dudley Fulton suggested that George Dock be made chair- 
man. No reply has been received from Doctor Dock. 
The name of James F. Percy, of Los Angeles, was sug- 
gested as a committeeman. 


History of the California Medical Association—The 
report of Emmet Rixford, chairman of the committee on 
the history of the California Medical Association, was 
read by the secretary. It was the sense of the council that 
the report should be received and placed on file. 


Medical Officers’ Reserve Corps—The report of J. 
Wilson Shiels, chairman of the Medical Officers’ Reserve 
Corps committee, was read by the secretary. The editor 
pointed out the fact that California Medical Officers’ 
Reserve Corps was receiving more publicity than any 
other reserve corps in the United States, but was still 
the lagging state. 


Physicians Income Tax Reduction—No action taken. 


Delegates to the A. M. A.—The secretary read ex- 
cerpts from letter of Olin West, secretary of the American 
Medical Association, to Victor C. Vecki, regarding dele- 
gates to the A. M. A. at Dallas, and stated that two new 
members should be elected for 1927 at the house of 
delegates meeting. 


Adjournment—The council adjourned to meet in the 
same room at 2 p. m. 
Held in the English Room of the Palace Hotel, San 


Francisco, California, Saturday, January 30, 1926, at 
2 p. m. 


Present—Doctors Parkinson, Ewer, McArthur, Catton, 
Kinney, Kiger, DeLappe, Smith, Coffey, Peers, Kress, 
Shoemaker, Gibbons, Pope, and General Counsel Peart. 

Absent—Curtiss, Bine, McLeod, and Beattie. 


Communication from John L. Beard—Letter from 
Doctor John L. Beard, of Martinez, disapproving the 
amount of dues and the activities of the association and 
reply to Doctor Beard were read by the secretary. No 
action taken. 


Affiliate Members—The approval of the council was 
asked of afhliate members presented through the San 
Diego County Medical Society. 


Action by the council: On motion of Kinney, seconded 
by Smith, it was 

Reso_veD, That the affiliate membership of Robert F. 
Rooney, Auburn; P. C. Remondino, San Diego; P. James 
Parker, Elsinore; Fred Baker, Point Loma; Charlotte 
LeB. Johnson, Point Loma, and Thomas Magee, San 
Diego, be authorized. 


Permanent Convention Headquarters—Harlan Shoe- 
maker, chairman of the committee on permanent conven- 
tion headquarters, stated that he had no report to submit 
at this time, but requested that the committee be continued. 


Laymen as Directors of Public Health Departments 
—The secretary read a letter from the Chicago Medical 
Society asking for action on the following resolution: 


Wuereas, The American Public Health Association, at 
its annual meeting in St. Louis, in October, 1925, listened 
to an address by one of its members, favoring a new 
doctor in each community where a health officer is needed, 
to be known as a Doctor of Public Health, and 

Wuereas, Several institutions of learning have intro- 
duced courses in public health whereby a layman, as well 
as a physician, may be instructed and in a comparatively 
short time qualify as a Doctor of Public Health (D.P.H.), 
and be allowed to advise, qualify and practice preventive 
medicine, and 

Whereas, In all probability a bill to license a so-called 
D. P. H. will be introduced into the next session of the 
state legislature of Illinois, and 

Wuereas, The Chicago Medical Society believes that 
all health officials should be first physicians (M.D.), who 
have the proper knowledge of the sciences concerned in 
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public health, and that such knowledge cannot be gained 
by any layman in two or three years, and 

Wuereas, Such an arrangement of a layman being a 
health official, places a double expense on the community, 
since it is necessary for the community’ to then procure 
the service of an M. D., in addition to a layman, and 

WHEREAS, The state confers on an M. D. the right to 
practice medicine and surgery in all its branches, while 
the special licensing of a D. P. H. would be special legisla- 
tion tending to take from an M. D. that right; therefore 
be it 

RESOLVED, That the Chicago Medical Society believes 
all positions of trust pertaining to public health in any 
community should be held by physicians (M.D.), and not 
by laymen holding D. P. H. licenses, and be it further 

RESOLVED, That the Chicago Medical Society views with 
displeasure any move onthe part of the American Public 
Health Association, which may express a desire to re- 
place physicians as health officials by laymen with 
D. P. H. licenses, and be it further 

RESOLVED, That a copy of this resolution be sent to the 
American Public Health Association; to all those institu- 
tions of learning where courses in public health are given 
with a view of conferring a D. P. H. degree; and to every 
state medical society with a request that their component 
county societies be made acquainted with the proposed 
activities of a public health association, whose president 
is a layman. 

Action by the council: On motion of Shoemaker, sec- 
onded by Gibbons, it was 

RESOLVED, That the council of the California Medical 
Association heartily endorse the action of the Chicago 
Medical Society, and be it further 

RESOLVED, That copy of the resolution of the Chicago 
Medical Society, together with copy of the endorsement 
of this council be forwarded to all county units. 


Amendments to Constitution of California Medical 
Social Workers—Mr. Celestine J. Sullivan reported that 
there had been no new developments in the activities of 
the Medical Social Workers, and pointed out the broad 
field that was covered by this term. The secretary read 
the proposed amendment to the constitution of California 
Medical Social Workers which provided for a raise in 
standard by calling for two years actual social work. 

Action by the council: On motion of Kress, seconded by 
Catton, it was 

RESOLVED, That the matter be referred to the executive 
committee with the recommendation that as the proposed 
amendment appears to raise the standards of social 
workers, it should be endorsed. Further, that the whole 
matter of Medical Social Workers be referred to the 
house of delegates. Also that the chairman prepare 
memorandum to be sent out prior to the council meeting 
in Oakland, on the subject to familiarize the council 
members with existing conditions. 


Gift of Doctor Musgrave—The gift of Doctor Mus- 
grave of 200 shares, fully paid up, of Better Health stock, 
to the California Medical Association was presented. The 
question of the responsibility of the association in accept- 
ing the gift, both financially and from the standpoint of 
policy, was discussed. General Counsel Peart explained 
the liabilities of the association briefly from the legal 
standpoint. A general discussion was had. 

Action by the council: On motion of Kress, seconded 
by Ewer, it was 

ResotvepD, That the gift 
accepted. 

The chairman ordered a rollcall. Doctors Ewer, Mc- 
Arthur, Catton, Kinney, DeLappe, Smith, Coffey, Peers, 
Kress, and Gibbons voted in favor of acceptance; and 
Harlan Shoemaker voted not to accept, stating that while 
he thoroughly endorsed the great work already accom- 
plished and now being performed by the publication, that 
he believed that the organization should be kept separate. 

On motion of Smith, seconded by McArthur, it was 

RESOLVED, That this council express to Doctor Musgrave 
its deep appreciation of this very generous gift to the 
California Medical Association, a gift which exceeds in 
cash value anything that has heretofore ever been given 
to the California Medical Association and for which 
Doctor Musgrave paid $20,000 in cash. 


Amendment to By-Laws—Doctor Kress of the spe- 
cial committee appointed by the chair to investigate the 
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ruling of the executive committee on residence in adjoin- 
ing county societies presented a proposed amendment to 
chapter 7, section 8, of the by-laws, to read as follows, 
and to be substituted for the present section thereon: 


CHAPTER 7, SECTION 8 


“A physician who states he has his major office for 
professional practice in one county, even though his legal 
home or residence may be in some other county, may have 
the option of joining or maintaining his membership in 
the county medical society of the county in which he has 
his major office for professional work, or in the county 
medical society in which county he has his legal home or 
residence.” 

It was the sense of the council that the proposed 
amendment to chapter 7, section 8, be included in the 
report of the council and go before the house of delegates. 


Minutes of the Eighty-eighth Meeting of the Execu- 
tive Committee—Minutes of the eighty-eighth meeting 
of the executive committee were approved as amended. 


Model Constitution and By-Laws for State Societies 
—The question of model constitutions and by-laws for 
state societies was passed without action. 


Amendments to By-Laws—Doctor Kress called atten- 
tion to the fact that when the executive committee of the 
society was first formed, the attorney of the society, 
against his wishes, was placed thereon. Inasmuch as the 
presence of a non-member had given rise to criticism, 
Doctor Kress proposed an amendment to eliminate the 
general counsel as an active member of the committee. 
The general counsel, Mr. Peart, was most happy to have 
this done. 

Doctor Kress’ proposed amendment provided that 
chapter 5, section 15, be amended so that the general 
counsel would not be a member of the executive com- 
mittee, by the elimination of the words “general attorney” 
and the addition of the words “the executive committee” 
in chapter 5, section 13, after the word “council” in line 
seven of said section. It was decided that the amendment 
should be submitted to the house of delegates. 


Changes in Journal—Doctor George H. Kress, chair- 
man of the special committee appointed by the chair to 
examine the data furnished by the editor, advised that 
the committee was in accord with the spirit and language 
of the report and would suggest only some minor changes 
in words and phrases in the body of the report. The 
committee recommended also that there be attached to 
Editor Musgrave’s report the action of the council taken 
at the one hundred and fifty-seventh meeting on papers 
read at an annual meeting. To relieve the editor of some 
of the preliminary reading of all papers, an additional 
paragraph was suggested by the committee. The whole 
would then read as follows: 


GENERAL INFORMATION 


CALIFORNIA AND WESTERN MEDICINE is owned by the 
California Medical Association, and every member has 
an equal interest in that ownership. Therefore, each 
member has equal responsibility in its welfare and equal 
call upon its space and service. 

The magazine aims to be, as far as it is humanly 
possible to make it so, the official voice of a great medical 
organization; the representative spokesman of other 
medical and health organizations with which it has agree- 
ments and the proponents of medical and health progress 
everywhere. 

CALIFORNIA AND WESTERN MEDICINE is managed and 
conducted by elected and appointed representatives of the 
owners. It is published under an approved policy of sus- 
tained efforts at progress and healthy growth. From a 
financial point of view it is a very valuable property and 
it is becoming increasingly so constantly. 

CALIFORNIA AND WESTERN MEDICINE is an independent 
exponent of medical and health progress. It makes no 
entangling alliances. It promotes the interests of worth- 
while agencies of health progress; ignores, criticizes, or 
condemns, the useless, spurious, badly managed and un- 
wholesome without fear or favor. 

INFORMATION FOR CONTRIBUTORS 

The contributors’ columns of CALIFORNIA AND WESTERN 
MepicineE, whether for essay, correspondence or what-not, 
are open upon precisely equal terms to all members of 
the California Medical Association and of the other 
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medical and health organizations with which it is 
affiliated, and to others under conditions agreed to by the 
editor and approved by the advisory publication com- 
mittee of the California Medical Association. 

Note—With the approval of the council the editor con- 
sults with and refers manuscripts to various members of 
the association for their advice, suggestion and opinion 
before accepting same for publication. This group is 
referred to herein as the advisory publication committee 
and its members as editorial advisors and the personnel 
is not fixed but includes different men from time to time, 
whose services are requested in this connection by the 
editor. The identity of these men is kept strictly con- 
fidential by the editor. 

In accepting or declining contributions, the editor and 
editorial councilors are influenced by a variety of con- 
siderations, the most important of which are: 


The Eligibility of the Author—Eligibles are members 
of the California Medical Association; members of other 
affliated or accredited medical or health organizations, or 
invited contributors. 


Subject Matter—Any is acceptable upon any phase of 
the broad subject of health betterment which, by reason- 
able interpretation, is adjudged useful to all personal 
health physicians. Thus, contributions upon specialties 
that contain matter of value to all physicians regardless 
of limitations in practice are acceptable, but those by 
specialists for specialists should be offered to appropriate 
special magazines. 

Scientific Merit—Contributors must contribute infor- 
mation of value to medicine. This may be new knowl- 
edge; a worthy and timely restatement of existing 
knowledge; a recitation of personal experiences; helpful 
criticism; exposition of theories as such, or any other 
form of message useful to the educated physician. 


Literary Merit—To be acceptable, contributions must 
conform to reasonable literary decencies. The subject must 
be adhered to and its message clearly, connectedly and 
succinctly expressed in acceptable English. Every sentence 
must be at least a complete one. Essential alterations, 
corrections, abridgings and modifications are the recog- 


nized inherent and unavoidable duty and responsibility 
of the editor. 


Public Policy—CatirorNIA AND WESTERN MEDICINE 
aims to promote the cause of medicine and health, the 
interests of contributors and readers and to sustain its 
own prestige as a progressive magazine. All of these 
interests are served by contributions that promote any 
one of them. Thus the interests of author and editor are 
identical. The occasional author who resents having his 
contribution edited or declined should appreciate this fact 
and also that medical writing is as much a specialty as 
medical action. The only permanent record of value that 
a physician may leave to posterity is his published con- 
tributions. Surely these should be of his best. Even dur- 
ing his active life it is only by his published contributions 
that he may extend his influence beyond a few personal 
acquaintances, students and patients. That influence 
deserves to be safeguarded by making every published 
sentence as good as the author can make it. To do this, 
again makes the interests of editor and author one and 
inseparable. 


Brief Contributions are easier fit into the “mechanics” 
of a magazine and, therefore, other conditions being equal, 
have a better chance of early publication. CALIFORNIA 
AND WESTERN MepicINE prefers copy of from 1000 to 3000 
words, and cannot use, except for extraordinary reasons, 
contributions of more than 4000 words. 

Responsibility for accepting or declining contributions 
is an unavoidable duty of the editor. Evaluation of con- 
tributions, for purposes of publication, as in the case with 
all good magazines, is meade by editorial advisors, but 
the editor publicly assumes responsibility for their find- 
ing. Thus the proverbial editor. 

The Date of Publication of accepted material is per- 
force governed by many factors, a few of which are: 
The date of acceptance, the length of the paper, the 
amount of editorial work required, the subject matter, 
available space, condition and amount of the total reserve 
accepted copy on hand, as. well as the balance as between 
subjects in the reserve. Every issue must contain a 
varied intellectual diet, and this cannot be left to accident 
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in the constant in-pouring of copy. Certain official matters 
about medical organizations, addresses by officers, invited 
guests, chairmen of sections, offerings of new discoveries, 
discourses on subjects of “seasonal” value, and similar 
matter may receive “advanced” publication. 

Every worth-while magazine must have on hand at 
least six months’ reserve of accepted copy. This amount 
should not be materially exceeded, except, perhaps, for a 
few months after a large medical meeting, when this 
reserve obviously will be much larger. 


Reading Audience—It is well for authors to bear in 
mind, as the editor is required to do, that CALIFORNIA AND 
WESTERN MEDICINE is a general medical magazine. Prob- 
ably more than 75 per cent of its physician readers are in 
general practice, and the other 25 per cent are divided 
between more than twenty specialties. Specialists, in pre- 
paring their articles for publication, should bear this fact 
in mind, and submit to CALIFORNIA AND WESTERN 
MEDICINE copy dealing with those phases of their specialty 
that ought to be interesting to the majority of physicians. 
The more limited and more highly technical articles, 
written primarily for an audience made up of specialists, 
should be submitted to special journals and not to CALI- 
FORNIA AND WESTERN MEDICINE. It is extremely important 
for all authors to remember that our magazine is ex- 
tensively read by technicians and workers in various 
fields of health and by some thousands of non-medical 
readers, including some who are constantly looking for 
something that may be quoted in anti-scientific propaganda. 


Delayed Publication— Trouble, expense, correspon- 
dence and delay in publication can be limited by sub- 
mitting one original, clean, double-spaced typewritten copy 
on standard letter size paper, and one carbon. At the 
same time, authors will facilitate the handling of their 
copy if they will submit the names and addresses of 
physicians whom they desire to have discuss their papers. 
If no discussion is desired, a note to that effect should be 
made. 

No more certain cause of delay in publication can be 
invented than for an author to criticize his colleagues in 
his scientific discussion. This also may be the determining 
point in declining a contribution. Those who wish to 
offer criticism of the profession as a whole, or any sec- 
tion of it, should make it in letters to the editor. 


Exclusive Publication —CaLirorNiA AND WESTERN 
MEDICINE will not publish knowingly a paper that has 
been accepted for publication elsewhere. We do occa- 
sionally publish papers declined by other publications, 
provided that, in the opinion of the editorial advisors, 
they are suitable for our magazine. 

The paper that secured the widest and most favorable 
comment of our last year’s issues was revised twice by 
the editors and three times by the author, and in these 
processes was reduced from some 8000 words to about 
3000. Incidentally, the author severely criticized the 
editor twice during the months of the refining process, 
but he wrote a compensating letter of apology after read- 
ing the fine reviews in both the medical and public press 
that his article secured. The moral is, that an author 
should no more risk his scientific and cultural standing 
by offering sloppy, unedited copy for publication that he 
would risk his social standing by attending a formal 
party dressed in overalls. Members of the editor’s advisory 
committee like to examine clean, double-spaced, original 
typewritten copy. One of them has said he believed a 
medical essayist who would send in a smeary, much- 
interlined carbon copy of his article would operate with 
dirty fingernails, Perhaps he was joking, but it is well for 
would-be authors to remember that the only permanent 
background a doctor can create is through his written and 
pane word. This should represent the best that is in 

im, 

From Author to Printer—The steps through which 
copy submitted to CALIFORNIA AND WESTERN MEDICINE go, 
are: 


(a) A prompt acknowledgment of communication. 

(b) A cursory examination of the paper by the editor 
with a view to determining the eligibility of the author 
and the general trend of his discourse. 

(c) Reference to an editorial advisor for an opinion. 

(d) If the advisor recommends publication, the paper 
is carefully examined by the editor and if his opinion 
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agrees with that of the advisor, an offer of acceptance, 
under stipulated conditions governed by the state of 
reserve supply of accepted copy, is made. 

(e) If the editorial advisor reports unfavorably on the 
contribution, it is then sent to another advisor. If his 
opinion agrees with the first one, the article is declined. 
If they disagree, as sometimes happens, the paper is then 
referred to a third advisor, and the majority opinion 
forms the basis of the editor’s study and action. 

(f) Articles that deal intemperately with questions of 
medical organizational policy may be referred to the execu- 
tive committee, and the action of that committee is final. 

(g) All correspondence between the editor and the 
editorial advisors is protected by editorial ethics govern- 
ing confidences which are regarded as inviolable as are 
the confidences between doctor and patient. 

(h) Once a paper is~accepted, the real work of the 
editor begins. 

Practically all additional information about the prepara- 
tion, acceptance and publication of scientific articles is so 
successfully provided in “The Art and Practice of Medi- 
cal Writing,” by George Simmons and Morris Fishbein, 
that this little book (published by the American Medi- 
cal Association) is adopted as its vade mecum by 
CALIFORNIA AND WESTERN MEDICINE. Its precepts will be 
followed except in points modified by action of the Cali- 
fornia Medical Association to meet our requirements. 

Authors who study and apply the principles put forth 
in this little book will rarely have their contributions 
declined by any medical editor except for lack of space. 

As to papers read before an annual meeting, the fore- 
going is subject to the following special provisions: 

RESOLVED, That no paper shall be read by any member 
of the association at any annual meeting until same has 
been submitted and approved by the program committee, 
and the program committee is authorized, if it so desires, 
in determining whether any paper shall be worthy of 
presentation, to secure the opinion of any member or 
members of the association; and be it further 

RESOLVED, That all papers read at the annual meeting 
be published in full in CALIFORNIA AND WESTERN MEDICINE 
as soon after the meeting as space will permit; or at the 
option of the author, an abstract of the paper of about 
one column in length shall be published as soon as possible 
after the meeting with reprints in full of the entire paper, 
captioned: “Read before annual meeting of 
the California Medical Association, ( date )” (the cost 
of setting up type for the reprints to be borne by the 
association, and all other costs to be borne by the author). 
All such papers shall always be subject to editorial re- 
vision in the usual manner; and be it further 

REsOLveD, That all papers so read at an annual meet- 
ing in any section must receive the recommendation of 
the section chairman and section secretary for publica- 
tion; and the papers so recommended shall then be sent 
to the general program committee for its sanction or non- 
sanction of publication. 

The committee further recommended that chapter 6 of 
the by-laws be amended as follows: Add to chapter 6 
of the by-laws, after the words “four years” the follow- 
ing proposed amendment: 

“The editor of the state journal shall be ex-officio a 
member of the general program committee.” 

Action by the council: On motion of DeLappe, seconded 
by Kiger, it was 

REso.veD, That the report of the special committee be 
adopted. 

The question of to what extent the editor shall submit 
editorial matter to the executive committee or the general 
counsel of the association was discussed. 


California State Dietetic Association—President Ewer 
advised that the California Dietetic Association was 
desirous of attending a session of the California Medical 
Association convention. 

It was the sense of the council that an invitation be 
extended the association by the secretary through Helen 
B. Anderson, president of the association. 


Effect of Excessive Fees Upon the Lay Public— 
The case of excessive fees charged by physicians was 
brought to the attention of the council and it was decided 
that the profession should know that such procedure was 
against the policy of the association and that the matter 
be submitted before the house of delegates. 
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Resignation of Rene Bine—Letter from Doctor Rene 
Bine submitting his resignation as councilor-at-large was 
read. The fact that Doctor Bine had been co-operating 
with the secretary’s office and assuming various duties as 
councilor was brought out. 

Action by the council: On motion of Ewer, seconded 
by Gibbons, it was 

REsoLveD, That the council having heard the communi- 
cation of Doctor Bine, councilor-at-large, hereby request 
him to withdraw his resignation. 


Councilor for Third District—The secretary read a 
communication from Doctor Garth Parker expressing 
regret of his inability to accept the position as councilor 
of the third district. 

The council appointed Doctor W. H. Bingaman, Salinas, 
to fill the unexpired term of Doctor Edwards. 


State Automobile Circular—The question of enclosing 
circulars of the State Automobile Association with letter 
sent to members of the medical society was discussed. 
It was pointed out that the action might be construed as 
soliciting insurance for a particular company and would 
probably result in criticism. Matter dropped. 


Credentials Committee—Doctor Kress suggested that 
a new section be added to chapter 3, providing for the 
appointment of a credentials committee. 


CHAPTER 3, SECTION 9 


“The chairman of the council, or the speaker of the 
house prior to each annual session, shall appoint a 
credentials committee consisting of two members of the 
house of delegates and the society secretary ex-officio. 
The function of this Committee shall be to register and 
to pass on the credentials of all members of the house 
of delegates, and submit to the house of delegates a 
written report or reports giving the names of all mem- 
bers eligible thereto. Provided, however, that the mem- 
bers seated by the committee, shall have the right through 
a two-thirds vote, to amend the report or reports of the 
credentials committee.” 


Amendment to Constitution and By-Laws — The 
advisability of having the same procedure as the A. M. A. 
has for chairman of the house of delegates known as the 
speaker was discussed. The proposed amendment in regard 
to a speaker and vice-speaker of the house, would read 
as follows: 

Amend constitution, article 6, section 1, by inserting 
after the word “vice-president,” the following: “a speaker 
and a vice-speaker of the house of delegates.” 

Amend article 6, section 3, by adding thereto the follow- 
ing: “The speaker and the vice-speaker who may or may 
not be members of the house of delegates shall be elected 
for the term of one year commencing on the adjournment 
of the annual meeting at which elected.” 

Amend article 7, to make the first sentence thereof 
read as follows: “The council shall consist of the elected 
councilors and ex-officio the president, the president-elect, 
the vice-president, the speaker, and the vice-speaker of 
the house of delegates.” 

Amend the by-laws as follows: Re-number sections 3 
and 4 as sections 4 and 5, adding a new section after 
section 2 to be numbered section 3, reading as follows: 
“The speaker shall preside at the meetings of the house 
of delegates and shall perform such duties as custom and 
parliamentary usage require. He shall have the right to 
vote only when his vote shall be the deciding vote. The 
vice-speaker shall officiate for the speaker in the latter’s 
absence or at his request. In case of the death, resigna- 
tion, or removal of the speaker, the vice-speaker shall 
officiate during the unexpired term.” 

It was the sense of the council that the matter be pre- 
sented at the house of delegates as part of the report of 
the council. 

Invited Guests to C. M. A.—The secretary reported on 
the guests invited to hold clinics at the annual meeting. 

Medical Society of the State of California — On 
motion of Smith, seconded by DeLappe, it was 

RESOLVED, That secretaries of county societies be re- 
quested whenever possible to point out to members the 
heavy expense sometimes entailed upon them by failure 
to carry optional defense. 

Adjournment—There being no further business the 
council adjourned to meet in the same place at 8 p. m. 
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Open Meeting of the Council of the California Medical 
Association 

Held in the English Room of the Palace Hotel, San 

Francisco, California, Saturday, January 30, 1926, at 8 p.m. 

Present—Doctors Parkinson, McArthur, Catton, Kin- 
ney, Kiger, DeLappe, Smith, Shoemaker, Gibbons, Pope, 
and General Counsel Peart. 

Absent—Doctors Ewer, Beattie, Coffey, McLeod, Peers, 
Bine, Kress, Curtiss. 

Invited—Doctors Stephens, Winterberg, Van Geldern, 
Cleary, Adams, Kimberlin, Rixford, and Taylor of the 
Industrial Medical Practice committee; and Doctors 
Mahoney and Righetti. 

Industrial Medical Practice—The secretary read the 
report of Philip Stephens, chairman of the Industrial 
Medical Practice committee. Doctor Righetti discussed 
the present status of industrial medicine. General Counsel 
Peart suggested that the Principles of Medical Ethics, 
rule 1, should be amended so that the last phrase reads: 
“or employer shall not furnish such service through any 
intervening layman or lay organization,” and the second 
paragraph of rule 3 should include the words: “unless at 
his own expense” after the word “physician.” The question 
of adoption of the rules with amendments as submitted 
was presented. 

Action by the council: On motion of DeLappe, seconded 
by Gibbons, it was 

RESOLVED, That the rules on the Principles of Medical 
Ethics, as amended, be adopted. 

The question of distribution was brought up and 
discussed. 

Action by the council: On motion of DeLappe, seconded 
by McArthur, it was 

RESOLVED, That the secretary be instructed to have these 
rules published in the journal of the association; the type 
held and reprints made from same in such quantity as 
seems sufficient. Reprints to be distributed to all component 
county units. 

Death of Doctor Edwards—The chair appointed 
Doctors Ewer, Beattie, and McArthur a committee of 
three to draft resolutions on the death of Doctor Thomas 
Clay Edwards. 

Adjournment—There being no further business, the 
meeting adj«urned. 





ALAMEDA COUNTY 


Alameda County Medical Association (reported by 
Pauline S. Nusbaumer, secretary)—The regular monthly 
meeting of the Alameda County Medical Association was 
called to order by the president, J. K. Hamilton, in the 
Ethel Moore Memorial Building, January 18, 1926, at 
8:15 p. m. The meeting was devoted to military and 
medico-legal subjects with the following program: “Medi- 
cal Officers Reserve Corps,” by Edward L. Munson, Colonel, 
Medical Corps, U. S. Army (by invitation) ; “Origin of 
Medical Defense,” by E. N. Ewer; “Malpractice Suits 
from a Legal Man’s Standpoirt,” by Hartley F. Peart, 
Counsel (by invitation) ; “Malpractice Suits from a Medi- 
cal Man’s Standpoint,” by S. H. Buteau. Discussion 
opened by O. D. Hamlin, H. G. Thomas and E. A. Majors. 

At the conclusion of the program the usual business was 
transacted and the meeting adjourned, after which light 
refreshments were served. 

CONTRA COSTA COUNTY 


Contra Costa County Medical Society (reported by 
S. N. Weil, secretary)—The first meeting of the Contra 
Costa County Medical Society of this year was held Janu- 
ary 30 in the office of Dr. U. S. Abbott in Richmond. 

Charles Dukes of Oakland entertained the Society by 
relating his travels in Europe, illustrating by miniature 
moving pictures. He spoke of his visit with Dr. Gye of 
London, who is doing great work in the research of cancer. 
He was enthusiastically received and his splendid presen- 
tation was appreciated by all. 

J. W. Bumgarner of Richmond was admitted to the 
society. 

J. M. McCullough, president of the society, was chosen 
delegate for the State Convention of 1926. 

M. Denniger-Keser was chosen as alternate delegate. 
Those present were: U. S. Abbott, G. W. Bumgarner, 
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J. Beard, H. L. Carpenter, D. Keser, L. H. Frazer, E. R. 
Guinan, C. Cross, L. St. Hely, F. L. Horne, J. M. McCul- 
lough, R. Powell, W. A. Rowell, H. Vestal, S. N. Weil; 
Miss A. Driscoll, R. N.; Mrs. Moore, R. N.; Mrs. Rejman, 


m. NN. 
* 


HUMBOLDT COUNTY 


Humboldt County Medical Society (reported by 
Lawrence A. Wing, secretary)—The Humboldt County 
Medical Society met at the Eureka Inn, January 28, for 
dinner and the annual election of officers. There were 
twenty-one members out of a possible twenty-six present, 
the largest attendance of any previous meeting of the 
society. 

The newly elected officers are as follows: President, 
Charles Caskey; vice-president, Harry Jenkins; treasurer, 
Mabel A. Geddes; secretary, L. A. Wing; delegate, W. J. 
Quinn; alternate, J. N. Chain. 

The following were elected as new members: Harry 
Jenkins, Eureka; O. B. Barron, Ferndale; Allan Watson, 
Eureka; G. F. Norman, Eureka, and H. W. Comfort, 
Rio Del. 

The paper of the evening on Obstetrics was presented 
by W. J. Quinn and was discussed by C. O. Falk, J. N. 
Chain, J. F. Walsh—in fact nearly every member present 
took part in the discussion. At our next meeting, Febru- 
ary 23, J. F. Walsh will present a paper on some phase 
of surgery. . 


SACRAMENTO COUNTY 


Sacramento County Society for Medical Improve- 
ment (reported by Bert L. Thomas, secretary )—Despite 
the added attraction of a one-night stand of Sousa’s Band 
and the height of an influenzal epidemic, our January 
meeting, held in the Gold Room of the Sacramento Hotel 
on the evening of the tenth, was attended by forty-seven 
members and one guest. C. E. Schoff, our new president, 
was presented with a beautiful bouquet of pink carnations 
by Fred Graser. 


Case Reports—Brendel presented a patient who, sixteen 
months ago, suffered a complete paralysis due to pressure 
on the cord. The pressure was relieved at operation, and 
a spinal graft was done. The patient returned to his ordi- 
nary werk after nine months. Tonight he was shown to 
demonstrate the return of practically complete mobility. 


Gundrum reported a case of a woman of 35 who had 
had five previous normal, uneventful pregnancies. During 
this, her sixth pregnancy, headache, edema and nausea all 
presented just at the start of labor. Six hours post-partum, 
a comparatively typical eclamptic convulsion occurred 
with, however, a temperature of 103. An immediate labo- 
ratory investigation demonstrated short-chain streptococci 
in the urine, as well as identical ones from a tonsil cul- 
ture. Further investigation revealed that three weeks be- 
fore, three of her children had had severe sore throats. 
The case was reported to stress the importance of elimi- 
nating any additional toxic factor during a pregnancy. 

Drysdale reported a fulminating influenzal infection 
which, in addition to painting the usual influenzal picture, 
in rapid succession gave a pyelitis, an osteomyelitis and 
a terminal pericarditis. 

Harris reported a case of Kéhlers disease. This is an os 
navicular pedis retardatum occurring in boys between the 
ages of 5 and 8. It starts with soreness about the ankle 
and tenderness found over the tarsal scaphoid. By x-ray 
the scaphoid is shown disc-like and dense, and is narrowed 
in its lateral diameter. Radiograms of the condition were 
presented. With no known etiology, the disease has to be 
differentiated from tuberculosis, syphilis and osteomyelitis. 
The treatment is absolute rest in a cast, which gives an 
uninterrupted and uneventful recovery. 


Paper of the Evening—“The Treatment of Syphilis,” by 
C. E. Schoff. After a general survey of the disease, the 
question was raised as to why so many cases of syphilis 
go on to no cure. The reason for this must be either in- 
sufficient or inefficient treatment. Too much confidence is 
placed in the blood Wassermann reaction. This extends to 
those being treated, so much so that the patient becomes 
“intelligently ignorant.” A definite case entity was pre- 
sented to demonstrate this common mistake. A patient was 
seen with a positive dark field and a negative Wassermann. 
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Eight neo-salvarsans were administered, followed by intra- 
muscular mercury. Two weeks later the Wassermann was 
still negative. After three months’ rest from all treatment, 
the patient returned, his Wassermann was found negative 
and the doctor assured him that he was cured. Four 
years later this man returned with a typical tabes. This 
doctor, a good man, fell into the fairly common error of 
depending on the blood Wassermann—he banked all on 
unreliable information. In connection with this sort of 
thing, Fordyce suggests that the error is always likely to 
be on the negative side rather than on the positive side. 
He goes further and says that the word “cure” should be 
entirely eliminated when speaking of this disease. 


Schoff, throughout his paper, stresses the importance of 
intensive treatment, i.e., the use of available drugs up to 
the patient’s capacity to accept them. We must not only 
get a negative blood WaSsermann and a negative spinal 
test, but negative general physical findings over periods 
of years. 

As to a choice of drugs, we have many to choose from. 
Of the arsenicals, the relative merits of arsphenamine, 
neo-arsphenamine, sulph-arsphenamine,  silvo-salvarsan 
and neo-salvarsan were discussed. An excellent sum- 
marization of the value of sulph-arsphenamine (which has 
in its favor the highest percentage of arsenical penetra- 
tion of any drug now at our command), was presented by 
reviewing its use at the Sacramento Municipal Clinic. 
In addition to its general therapeutic value, it is interest- 
ing to note that, in over 3000 injections, there were no 
skin reactions recorded. Schoff also reviewed the work of 
Stokes in regard to the intra-muscular use of sulph- 
arsphenamine. 

Trypsarsamid has no place in primary and early 
secondary lues. Its chief value is due to its penetration 
of nerve tissues, therefore its use should be confined to 
late lues. 

Schoff ranks arsenic first, bismuth second and mercury 
third, as to their spirochaetocidal action. The use of 
bismuth is not new, as it had been used locally since the 
seventeenth century. Its cicatrizing effect is rapid. Since 
1920 a great deal of work has been done by the French 
in the use of bismuth. Some go as far as to state that the 
early use of their preparations in sufficient quantities will 
effect a cure. Further, at any stage, all lesions are rapidly 
affected; as well as the blood Wassermann reaction. Its 
use in those cases resisting arsenic and mercury is 
particularly gratifying. Series of cases, Wassermann fast 
to previous drugs, were shown in round numbers, a 33 
per cent complete reduction, and 25 per cent partial 
reduction after the intensive use of various bismuth 
preparations. The more soluble forms are readily 
absorbed, therefore a close watch must be kept on the 
kidneys, mouth and bowels. At present, its intravenous 
use is taboo. Of course, there is some question as to the 
permanency of its effect, as its use is comparatively new. 
A brief discussion of non-specific therapy was introduced. 
During the course of his paper, Schoff presented a series 
of slides, showing the relative absorbability of bismuth 
products. 

The paper was briefly discussed by Reardan. 

Applications for Membership— The applications of 
Frank P. Topping and James A. Warburton were read. 
After the second routine readings of Frank Warne Lee 
and Clarendon A. Foster, a vote was taken. Lee was 
unanimously elected to membership. 

Report of the Board of Directors included the 
announcement that C. E. Schoff had been elected president 
and Nathan G. Hale had been elected vice-president for 
1926. The Program Committee is to consist of Hale, 
chairman; Dunlap, and Drysdale. The Banquet Commit- 
tee is as follows: Drysdale, chairman; G. J. Hall, W. W. 
Cress, E. W. Beach and E. S. Babcock. The Committee 
on Revision of By-Laws, consisting of Parkinson and 
Hall, is to stand for the ensuing year. In keeping with 
Rixford’s letter relative to the appointment of a local 
medical historian, the board appointed Parkinson. 

Communications were read from the Commissioner 
of Corporations of the unreliability of the Guanajuato 
Mother Lode Silver Gold Corporation; from the Com- 
mittee of Whiskerino’s and Whiskerette’s announcing a 
festival on January 27, the proceeds of which are to be 
used for the Boys’ Dormitory of the Sacramento Or- 
phanage; from Emmett Rixford, outlining the work to 
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be done by the Committee on the History of Medicine of 
the California Medical Association; from the Metro- 
politan Life Insurance Company, offering instructive 
graphic films; from the City Directory, offering space in 
their new book; and, from Colonel E. L. Munson, thank- 
ing the Society for its splendid patriotic response. A 
summary showed forty-four willing to join the M. O. R. 
C. plus five additional ones already officers of the M. O. 
R. C. or National Guard. 

Under New Business, the Metropolitan Films were 
referred to the Program Committee. It was unani- 
mously voted to reject the offer of the City Directory to 
insert the names of the members of the local Society. 
Gundrum urged the co-operation of all doctors with the 
plan outlined by the School Physician for development 
in Physical Education. 

The meeting adjourned to a half hour at the ban- 
quet table. 

Those present included Gundrum, Soutar, Brown, 
Christman, Hale, Mullin, Grazer, Yates, Azevedo, W. 
Briggs, Snyder, Dillon, Wilder, Nahl, Fay, Ohanneson, 
McKee, Simmons, Brendel, Topping, Haworth, Beach, 
Titus, Drysdale, Reynolds, Norris, Jones, McKinnon, Har- 
ris, Scribner, G. J. Hall, Schoff, Thomas, Turner, Zim- 
merman, Stolle, Scatena, Bittner, Stern, Cress, Klick, 
Babcock and Reardan. 


A) 


SAN BERNARDINO COUNTY 


San Bernardino County Medical Society (reported 
by E. J. Eytinge, M. D., secretary-treasurer)—Meeting 
of the San Bernardino County Medical Society held at 
the County Hospital at 8 p. m., February 2. 

Owing to the absence of the secretary, A. T. Gage 
served pro tem. 

Owing to the rain there was a small attendance. About 
nineteen of our own members and fifteen guests being 
present. Program of the evening is appended. 


1. The Mexican as a Medical Problem, by F. H. 
Pritchard. Discussion opened by Walter Pritchard. 

2. The Treatment of Tuberculosis, by F. M. Pottenger. 
Discussion opened by C. L. Curtiss. 


The following ten men were asked to come prepared to 
take a special part in the discussion: 


V. C. Charleston, Needles; George W. Clark, San Ber- 
nardino; W. C. Clough, Loma Linda; C. L. Curtiss, Red- 
lands; C. R. Campbell, San Bernardino; Lenore D. 
Campbell, San Bernardino; K. L. Dole, Redlands; A. N. 
Donaldson, Loma Linda; J. H. Evans, Highlands, and 
H. R. Evans, Trona. 

Attention is called to the annual dues. Only forty-two 
members have paid, leaving fifty-two yet to settle. You 
are going to pay anyway, why not save the secretary 
and yourself trouble by mailing your check immediately. 

Accompanying this notice is the revised Constitution 
and By-Laws with the Fee Bill. Errors or omissions 
should be reported to the secretary. 

At the request of the California Association of Medi- 
cal Milk Commissions, the president has appointed the 
following three men to serve as a County Milk Com- 
mission: C, F. Whitmer, Colton; K. L. Dole, Redlands; 
C. C. Owen, San Bernardino. 

Meeting of the Board of Councilors of December 30: 
A. N. Donaldson, C. L. Curtiss, C. R. Campbell, K. L. 
Dole, C. P. Engel, Pritchard, F. F. Abbott present. 

Discussion of the methods of Public Education. 

Moved (Dole) seconded (Curtiss) that the County 
Society print in the various newspapers articles under 
the caption “Timely Medical Talks,” these to be signed by 
the County Medical Society. Carried. 

Motion by Curtiss that the County Society print in the 
papers a directory of the local physicians belonging to 
the Society. Carried. 

Moved that the society buy as many County Emblems 
as can be disposed of among members. 

Discussion of separation of names of regular physicians 
from the irregulars in telephone and city directories. Dr. 
Pritchard appointed by chair to investigate. 

Engel introduces consideration of problem of patients 
going to County Hospital without having been seen by 
any local physician. No action. Adjourned. 

Attention is again called to the question of “The His- 
tory of California in Medicine.” The letter from Doctor 
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Pollock should receive attention from the men qualified to 
help in this work. * 


" $AN DIEGO COUNTY 


San Diego County Medical Notes (reported by Robert 
Pollock)—-A special dinner meeting was held at the 
Golden Lion Inn on February 9, drawing an attend- 
ance of over a hundred physicians. The guest of the 
evening was Dr. William C. MacCarthy, head of the 
Department of Pathology at the Mayo Clinic, Rochester. 
Dr. MacCarthy is an easy and forceful speaker and pre- 
sented his subject of Gastric Ulcer and Carcinoma, 
which he illustrated by lantern slides, in a way to im- 
press his hearers and will leave them with a clear 
vision of the salient points brought out. 

Dr. William McK. Marriott, Professor of Pediatrics of 
Washington University, St. Louis, was the guest of the 
Scripps Metabolic Clinic for a few days early in Febru- 
ary. On Saturday, February 6, at the close of a social 
dinner hour at the Casa de Manana, La Jolla, he en- 
tertained the Southern California Pediatric Society with 
an extremely interesting talk on feeding in infancy and 
childhood. This drew several score of enthusiastic pedia- 
tricians from various parts of the state. 

On Tuesday, February 9, the members of the San 
Diego County Medical Society were the guests of Di- 
rectors J. C. Harper and Milton A. McRae of the Scripps 
Metabolic Clinic at the Casa de Manana, La Jolla, where 
a well served dinner prepared them for the excellent 
address which was to follow. Professor Marriott pre- 
sented to this audience a comprehensive outline of ne- 
phritis as it applies to children, discussing in minute de- 
tail the etiology, symptomatology, course and treatment 
of parenchymatous or tubular nephritis and glomerular 
or hemorrhagic nephritis. The doctor brought out quite 
strongly the points in differential diagnosis most requi- 
site to a perfect understanding of the condition to be 
dealt with. He described in detail the blood and other 
tissue changes in each type and the basic principles of 
diet demanded by each. His talk was listened to with 
the keenest appreciative interest on the part of his large 
audience, which enthusiastically applauded his closure. 
We understand that it is the plan of the Scripps Meta- 
bolic Clinic to present to the San Diego medical public 
from time to time outstanding men in metabolic research 
who can be induced to visit the coast. 


% 


SAN JOAQUIN COUNTY 


San Joaquin County Medical Society (reported by 
Fred J. Conzelmann, secretary)—The stated meeting of 
the San Joaquin County Medical Society was held 
Thursday, February 4, 1926, at the Headquarters of the 
Local Health Center, 129 South American Street, Presi- 
dent H. S. Chapman presiding. 

Forty were in attendance. Those present were: Drs. 
E. A. Arthur, N. P. Barbour, J. W. Barnes, E. L. Black- 
mun, J. T. Blinn, C. A. Broaddus, H. S. Chapman, F. J. 
Conzelmann, J. V. Craviotto, J. F. Doughty, L. Dozier, 
C. F. English, F. T. Foard, M. Goodman, E. C. Griner, 
L. M. Haight, S. Hanson, J. P. Hull, L. R. Johnson, S. E. 
Latta, Grace McCoskey, R. T. McGurk, A. H. McLeish, 
F. G. Maggs, S. S. Marnell, J. E. Oliver, B. J. Powell, 
H. E. Price, G. H. Sanderson, J. J. Sippy, M. Smyth, H. 
Smythe, L. E. Tretheway, J. J. Tully, G. J. J. Vischi, B. 
F. Walker, N. E. Williamson and Dr. Samuel H. Hur- 
witz, of San Francisco, speaker of the evening, and Dr. 
Winfred Beithan and Dr. G. E. Christesen, Public Health 
Officer of Payson, Utah, as guests. 

The minutes of the previous meeting were read and 
approved. 

The chair called for the report of the Board of Direc- 
tors on Professional Publicity. The secretary then read 
the following recommendation of the Board of Directors: 
“That the Board of Directors recommend to the secre- 
tary that Mr. L. W. Drury of the ‘Stockton Record’ be 
granted permission to canvass the members of the So- 
ciety, with the view of obtaining not less than 25 mem- 
bers to subscribe $3.40 a month for the period of 12 
months that the publicity appears in the ‘Record.’ The 
motion of Dr. Craviotto, that the report of the Board of 
Directors be adopted, was seconded and carried. 

The chairman introduced the speaker of the evening, 
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Dr. Samuel H. Hurwitz, of San Francisco, who spoke on 
the subject “High Blood Pressure and Diet.” The doctor 
stated that regulation of diet is important in the manage- 
ment of patients with high blood pressure. Proteins, or 
the purins derived from them, have lost some of the 
terror, and salt free diets have been changed to restrict- 
ing the salt intake. It is important to recognize sponta- 
neous variability in blood pressure, which is brought 
about by changes in the emotional state of the patient, 
and may vary from day to day, hour to hour, and minute 
to minute, before one can determine the success of ther- 
apy, dietetic or otherwise. Psychic causes may bring 
about a constriction of the blood vessels, and result in 
rapid changes in blood pressure. Physical and mental 
rest, together with good habits of eating and drinking, 
exercise, recreation, work, hobbies and the like, will re- 
duce blood pressure. Effect of diet on hypertension, to be 
conclusive, must be carried out by eliminating the psychic 
element as far as possible. Essential hypertension occurs 
without arterial disease or lesions of the cardio-vascular 
or renal system. The hypertension of the menopause, and 
in diabetics, are examples of this. Cardio-renal compli- 
cations may follow hypertension, but that is no reason 
that the primary cause for high blood pressure lies in 
the organs secondarily involved. In the dietetic man- 
agement, with the object of lowering blood pressure, the 
nephritic and arteriosclerotic patients must be separated 
from the patient with essential hypertension. The speaker 
considered briefly the effect of proteins, carbohydrates 
and sodium chloride upon blood pressure, and also a 
diet of low total caloric value for the reduction of body 
weight. Protein intake should be reduced, but not aban- 
doned. There are no absolute indications that proteins 
or purins derived from proteins have anything to do with 
the production of an increased blood pressure. It has 
been shown that 75 grams of protein a day are sufficient 
for a person of average weight. A reckless use of pro- 
teins in high blood pressure patients is no more justifi- 
able than a reckless reduction of the protein ration. Bet- 
ter err on the side of sufficient protein than to risk in- 
sufficiency. Carbohydrates do not apparently change the 
blood pressure in any way, but the liability of diabetic 
patients to develop hypertension which has a tendency to 
lead to nephritic conditions must be kept in mind. It has 
been observed that excessive starch intakes, directly or 
indirectly, cause a rise in arterial tension, and in which 
reductions of the starches lead to lowering of the blood 
pressure. It is wrong to reduce proteins and increase the 
starches and produce over-weight. Allen observed that 
a rigid salt-free diet will bring about reduced blood 
pressure, relieve subjective symptoms, diminish danger of 
apoplexy, and check the progress of the condition, but 
other investigators reached the conclusion that the level 
of sodium chloride in the blood bears no relation to blood 
pressure, and that the ingestion of 10 grams of salt does 
not raise the blood pressure of patients with hyper- 
tension. Any patient with prolonged high blood pres- 
sure must be looked upon as a potential nephritic, and it 
is well to take a middle course, both with regard to pro- 
teins and salt. Diets with 2 and 3 grams of salt in the 24 
hours has yielded good results in alleviating the char- 
acteristic morning headache so common in this condi- 
tion, but it did not reduce the blood pressure. Hyperten- 
sion and overweight in women at the menopause is 
probably due to endocrine disturbances. But the greatest 
group of hypertension is found in patients who eat much 
and exercise little. Where overweight is the chief im- 
pairment, the dietetic treatment is the most effective. Its 
therapy should be a gradual reduction with diet and ex- 
ercise. Reduce without diminishing vitality and efficiency. 
A satisfactory diet for patients with hypertension should 
be simple, well balanced, no more protein than the actual 
needs of the patient—about one gram of protein per kilo- 
gram of body weight—the diet should be of sufficient 
caloric value for the energy requirements; it should be 
easily digestible, suitable to the powers of mastication 
of the individual, and free from meat extractives, con- 
diments and salt. 


The subject gave rise to a lively discussion, in which 
the following members took part: Barnes, Powell, Arthur, 
Williamson, Latta, Dozier, Barbour and McGurk. All 
agreed that every patient was an individual problem, 
and had to be individually studied to obtain best results. 
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The general trend of the physicians who discussed the 
subject was to the effect that the co-operation of the 
patient should be secured, and that he should be in- 
structed that moderation must be his watchword in all 
things pertaining to his health. Dr. Hurwitz, in closing, 
stated that the problem was not a clean-cut affair, and 
that the ultimate solution of the problem was with the 
general practitioner. There is no_ specific remedy; 
psycho-therapy is important, when coupled with a judi- 
cious combination of warm baths, rest, massage, and a 
corrected diet. Drugs are helpful where there is a defi- 
nite indication for them. Moderation in treatment is 
also a splendid word for the doctor. 


% 


SAN LUIS OBISPO COUNTY 


San Luis Obispo County Medical Society (reported 
by G. David Kelker, M. D., secretary)—The monthly 
meeting of the San Luis Obispo County Medical Society 
was held on January 16, 1926, at San Luis Obispo. As 
is the usual custom the meeting was preceded by a din- 
ner at the Hotel Andrews. There were nine members 
present and an equal number absent. 


The meeting was given over chiefly to a discussion of 
the proposed change in the constitution and by-laws 
and as to the best methods to be employed in our rela- 
tionships with the eligible M. D.’s in our county who 
are not members of our society. A committee composed 
of Drs. Fossum, Long and Kelker was appointed to either 
write or interview the eligible physicians in this county 
who are not members of our society and endeavor to 
secure their applications for membership. 


The election of officers for 1926 resulted in the selec- 
tion of the following: President, N. J. Shields, San Luis 
Obispo; vice-president, A. H. Wilmar, Paso Robles; 


secretary-treasurer, G. D. Kelker, Paso Robles. 

The election of a delegate and an alternate to the 
1926 convention of the California Medical Association 
resulted as follows: Delegate, G. L. Sobey, Paso Robles; 


alternate, T. S. Long, San Luis Obispo. 


Doctors Sobey and Wilmar of Paso Robles have both 
recovered from the injuries they recently received in an 
automobile accident which might easily have proven very 
serious. 

Dr. C. E. Fisher of King City, California, has located 
in Paso Robles, occupying the offices of the late Doctor 
Dresser, and opening a hospital to be known as the Paso 
Robles Hospital. 

Dr. John E. Miller of Osterburg, Pennsylvania, is now 
located in San Luis Obispo, having taken over the prac- 
tice of his brother, the late Byron Y. Miller, M.D. 


*% 


SANTA BARBARA COUNTY 


Santa Barbara County Medical Society (reported by 
Alex. C. Soper, Jr., secretary.) —The regular meeting on 
February 9, 1926, was called to order by President 
Hotchkiss in the chair; present twenty-four members 
and two guests. Correspondence was read from the 
N. Y. Polyclinic regarding postgraduate courses, and 
from Victor G. Vecki, M. D. Report was made of the 
showing of two films loaned by the Metropolitan Life 
Insurance Company of San Francisco, at a local play- 
house, and showing the value of annual physical exami- 
nations and the value of vaccination against smallpox. 


The censors of 1925, Drs. Profant, Stevens, and Allen 
Williams were reappointed. Drs. Henderson and UIll- 
mann were appointed as a program committee. It was 
decided to invite Dr. Vecki to address the Society on 
April 12th at our regular meeting. 

A unanimous vote set the annual dues at twelve dol- 
lars, the same as last year. 


W. D. Samson gave an extremely interesting resume 
of the recent work in “the use of high carbohydrate diets 
in diabetes mellitus,’ and Henry J. Ullmann showed in- 
teresting X-ray photographs of cavities injected with 
Lipiodol, especially clear in the negatives. Hotchkiss, Ull- 
mann, Schurmeier, Rex Brown, Gray, and Means dis- 
cussed Sansum’s talk, and Robinson, Lewis, Hotchkiss, 
and Rex Brown, the Lipiodol subject. 
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CHANGES IN MEMBERSHIP 


New Members—Carlyle H. Pearce, Colfax; Mildred 
E. Thoren, D. H. Pettingell, Weimar; Samuel E. Bal- 
lard, George Berger, Francis E. Browne, Elizabeth Ma- 
son Hohl, Norman J. Kilborne, St. Claire R. Lindsley, 
Los Angeles; J. Barnard Nelson, Long Beach; L. H. 
Robison, Edward H. Anthony, Los Angeles; Carl R. 
Bishop, Long Beach; Alexander C. Cameron, Los An- 
geles; Finis G. Cooper, Huntington Park; Russell M. 
Farnham, Glendale; Karl Fischel, George B. Greenbaum, 
Edgar B. Spear, William Taylor Webber, Los Angeles; 
Axel W. Gustafson, Gustine; Earl H. Coleman, Gilbert 
A. Kelley, Fresno; Guy L. Edie (Associate), John H. 
Dorn, Marion H. Lippman, Felix L. Pearl, San Fran- 
cisco; John Joseph Gomes, Kathryn Reuter, Swarts, 
Henry Wahle, Wm. J. Dailey, W. H. C. Hatteroth, H. J. 
Temple, R. B. Armitstead, Oakland; Leopold H. Fraser, 
Richmond; Harold P. Totten, Los Angeles; Harry L. 
Jenkins, Allan R. Watson, G. F. Norman, Eureka; O. B. 
Barron, Ferndale; James A. Mattison (Honorary), Sol- 
diers’ Home; John V. Greene, Joseph E. Pearis, S. J. 
McClendon, San Diego; Edmund Frost, Stockton; Loren 
R. Chandler, Harold E. Fraser, Harry L. Gardner, San 
Francisco. 


Transferred—Geo. H. Sanderson, from Sacramento 
county to San Joaquin county; Chas. H. Lowell, from Los 
Angeles county to Monterey county. 

Resigned—R. H. Kuhns, from San Francisco county, 
now Chicago, Illinois; George H. Richardson, W. T. 
Davidson, San Francisco. 

Deaths—Du Pre, Barton Greene. Died at Los An- 
geles, February, 1926, age 36. Graduate of the Western 
Reserve University School of Medicine, Cleveland, 1916, 
and licensed in California in 1923. Doctor Du Pre was 
a member of the Los Angeles County Medical Society, 
the California Medical Association and the American 
Medical Association. 


Loughridge, James. Died at Folsom, January 28, 
1926, age 59. Graduate of the University Medical Col- 
lege of Kansas City, 1899. Licensed in California in 1913. 
Doctor Loughridge was an afhliate member of the Sacra- 
mento Society for Medical Improvement, the California 
Medical Association and the American Medical Associa- 
tion. 


JOHN W. CLINE 
1860-1925 


John W. Cline, 65, prominent Santa Rosa physician, 
died at his home December 24, 1925. His death was 
caused by nephritis and myocardial insufficiency. He 
was born in Defiance, Ohio, August 10, 1860. He gradu- 
ated from the College of Physicians and Surgeons, Iowa, 
in 1881 and from Bellevue Hospital Medical College, 
New York, in 1894. 

Of the forty-five years of active practice Doctor Cline 
practiced forty-three years in California, residing thirty- 
one years in Santa Rosa. He had served as president of 
the Sonoma County Medical Society in which he had 
always taken an active interest. 

His kindliness of heart won him the love and sincere 
gratitude of his patients. Doctor Cline was a man of 
high ideals and conscientious in the performance of 
duty. 


HENRY ELLIS SANDERSON 
1858-1926 


Henry Ellis Sanderson, a physician at the State Hos- 
pital for more than 30 years, died at Stockton, February 
8, 1926, at the age of 68. Doctor Sanderson graduated 
from the University of California with the class of 1879, 
and from Cooper Medical College in 1885. He spent 
two years as an interne at Mt. Sinai Hospital, later going 
to Heidelberg, Germany, for a post graduate course and 
then to Vienna for further study. In 1891 he returned 
to California and became a professor in Cooper Medical 
College. 

Doctor Sanderson was a member of the San Joaquin 
County Medical Society, the California Medical Asso- 
ciation, and a Fellow of the American Medical Associa- 
tion. 





CALIFORNIA AND WESTERN MEDICINE 


Utah State Medical 
. Association 


T. C. GIBSON, M. D., Salt Lake City 
W. R. CALDERWOOD, M. D 
FRANK B. STEELE, M. D., Salt Lake 


President 
President-Elect 
Secretary 
J. U. Giesy, M.D., Kearns Building, Salt Lake, 
Associate Editor for Utah 


SERVICE 


A few years ago, during the recent war, how many 
homes in the country were displaying a little red 
and white flag with a blue star upon it—the service 
flag, a flag of honor—sign manual that from this 
house had gone one who served. And who is there 
who will deny that out of all life’s values, service 
is one of the few enduring values—one of the few 
values that benefits him who gives and him who 
receives ? 

During the past month there died in Utah one of 
the oldest, if not the oldest, practicing physicians in 
the United States. Yet Dr. Harvey Coe Hullinger 
—physician, ex-soldier—served until he died. Two 
days before his death he rose from his bed to minister 
to the wants of a former patient, saying that the 
man needed his service and had traveled twenty miles 
to gain it, and might not be refused. 

It is such things as this that bolster the faith of 
man in his fellow. And it is with such acts of un- 
selfish service that the annals of medical history are 
filled. It is from such examples of unselfish service 
that the doctor’s crown of honor is woven; that 
cause those who have benefited by his skill and serv- 
ice to remember him with a little tug at their hearts. 

There is something wholly immaterial, something 
partaking of the divine and holy in the daily walk of 
the medical man who truly follows his craft. There 
is something of the divine in the smile of an un- 
thinking infant returning to health. There is a holy 
quality in the light of a new made mother’s eyes. 
There is something of the courage of the martyr in 
the act of the man who, forgetting his own mortal 
illness, seeks still on the brink of the grave to 
minister to someone else. 

We do not feel that this is mawkish sentiment. 
We feel rather that in these days of commercialized 
—everything—from reform to religion—it might 
well redound to the honor of the medical profession 
to still hold the torch of service, as highly in the 
future as they have in the past. 


INFLUENZA 


He opened the window and in-flew-enza. There’s 
more than a joke about that. Like the poor, this 
darned disease seems to be always with us, and it 
plays merry hob with not only the ones of us 
who die, but a large percentage of the rest. Post- 
influenzal peribronchial conditions are no longer a 
negligible quantity, but are making up a large per- 
centage of the bronchial and peribronchial condi- 
tions which we meet. Therefore it behooves the 
doctor to attack positively and sharply every case of 
this malady, however slight, which he may meet. 
The death rate from “wet lungs” during these 
epidemics which sweep the country all too frequently 
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is a bit appalling, especially in view of the fact that 
we can do so little after the lungs get “wet.’’ As a 
result it would seem that the proper thing for the 
profession to do is to keep this wetness from develop- 
ing from the start. 

We hold no brief for any drug house or any 
system of therapy in the treatment of this disease. 
Our animus is simply to bring again to the profes- 
sion a drug which it seems to us too few of us use. 
Essentially pulmonary involvements during the 
course of influenza may be described as a descend- 
ing bronchitis. Once the infection involves the acini 
of the lung, that lung is going to become water- 
logged. We were in the army during the epidemic 
of 1918-1919 and we've been practicing since, and 
we've had not one single adult death from influenza 
since we returned to private practice, and the drug 
we have used as an almost routine first attack has 
been ammonium salicylate. To us there appears to 
be a definite reason why this drug acts as it does not 
only as a curative agent but as a preventive means 
against pulmonary complication during the course 
of the disease. It is an alkaline—and ammonium 
salts are eliminated chiefly, according to the best 
authorities, through the kidney and lung. The Ger- 
man school long used them in the treatment of 
pneumonias of other types. Anyway, we want to 
call attention to this particular salt, and appeal to 
the profession to try it, and see if they will not be 
pleasurably surprised. 


WORK-UPS 

Without trying to pull an Irish bull—we wonder 
to how many of the profession it has occurred with 
sufficient force to cause them to follow its leading, 
that the proper way to work up a case is to begin at 
the Top and work powN? With no intention of 
throwing any brick-bats, since our own house is of 
about the same percentage of glass as the other 
fellow’s—we still feel that there is room for this 
question, mainly because we are so constantly meet- 
ing so many cases in which the entire “work-up” has 
consisted from all obtainable information in a few 
questions asked and a few cabalistic symbols and 
directions scrawled on a prescription pad. That in 
a measure was a method in vogue in a day when the 
profession wore frock coats and silk hats. But today 
with every modern means of assistance which we 
possess at the beck and call of the medical advisor, 
it is or ought to be more or less “out.” Snap-shot 
diagnosis is almost as bad as the shotgun prescription. 
In fact, we think it’s worse. Nothing happens in this 
world without a cause. If a patient is sick “there’s 
a reason,” to quote the words of the late Mr. Post. 
And it’s up to the doctor who really deserves the 
name to find it, when the problem presents itself. 
To do anything else is about as near obtaining 
money under false pretenses as anything of which we 
know which is at present legalized. 


Utah Notes (reported by J. U. Giesy, Associate Editor) 
—President Gibson reports the appointment of the 
following personnel for the advisory committee, medical 
department, University of Utah: F. A. Goletz, chairman: 
Clarence Snow, J. J. Galligan, D. C. Budge, H. P. Kirtley, 
F. F. Hatch, F. H. Raley, W. G. Schulte, J. R. Morrell, 
J. C. Landerberger and E. G. Hughes, of the council; 
T. C. Gibson, president; W. R. Calderwood, president- 
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elect; F. B. Steele, secretary; J. U. Giesy, associate editor, 
CALIFORNIA AND WESTERN MEDICINE. 


The sympathy of the entire medical fraternity of the 
city and state goes out to F. F. Hatch, in the loss of his 
wife. Mrs. Hatch died of influenzal pneumonia, during 
the past month. Her final illness was sudden and brief. 
Funeral services were conducted by the Eastern Star, of 
which she was a member, Sunday, January 31. 


Dr. George Edgar Robison, physician and x-ray spe- 
cialist of Provo and Salt Lake, died of pneumonia that 
followed an operation for internal injuries suffered two 
weeks ago. Funeral services were held at his former 
residence in Provo, Utah, under the direction of the 
Masonic Order, Story Lodge No. 4, of which he was a 
member. 


Dr. Alexander William Shields of Huntsville, former 
physician at Ogden for fourteen years, died recently. He 
is survived by his widow, Ella Catherine Kimball Shields, 
and one son, James Bruce Gordon Shields, a student at 
the Ogden high school. 


Harvey Coe Hullinger—Although 101 years old when 
he died January 29, the oldest practicing physician in the 
United States, the oldest member of the Latter-day Saints 
church and probably the oldest man in Utah, Dr. Harvey 
Coe Hullinger, during the three months’ illness preceding 
his demise, frequently arose from his bed to attend his old 
patients. He had practiced in the Uinta Basin for forty- 
two years and had many patients who would see no one 
else. He got up in a weakened condition the day before 
he was taken to his son’s home and served a patient who 
had come twenty miles to see him. Upon being remon- 
strated with, he said: 


“This man has come a long distance and I have been 
his family physician for nearly half a century. It is my 
duty to serve my patients for they depend upon me.” 


Funeral services were held at the L. D. S. Tabernacle - 


with Witbeck Post No. 11 acting as guard of honor. A 
squad of World War veterans fired a salute at the grave, 
as Dr. Hullinger had been one of the first to answer 
Abraham Lincoln’s call for volunteers in 1861. Six great- 
great grandsons of Dr. Hullinger acted as pallbearers. 


Dr. Daniel S. Taplin died recently at the family resi- 
dence, 134 Harrisonville road. He is survived by his 
widow, Mary E. Taplin, four step-children, a sister and 
one brother. Funeral services were held in the Fifteenth 
ward chapel at Ogden. 


Seven applicants to practice medicine and surgery 
in Utah were granted licenses by the director of regis- 
tration. They are: William Elza Wright and Robert C. 
Kirkwood of Salt Lake, Dimon Keith Barnes of Kaysville, 
Charles Everette Stevens of Loa, Edwin P. Deal of 
Bingham, John Floyd Wikstrom of Ogden, George Russell 
Aiken of Hurricane, and Albert B. Gray of Denver, 
Colorado. 


The month was marked by the visit of William F. 
Wild of New York, representative of the American Society 
for the Control of Cancer. Doctor Wild has been sent 
through the western states to meet with the various 
medical societies and doctors and deliver addresses to 
various medical clinics. While here he spoke at the 
regular mid-week luncheon of the chamber of commerce. 


Salt Lake County Medical Society (reported by M. M. 
Critchlow, secretary)—A regular meeting of the Salt 
Lake County Medical Society was held January 25, 1926, 
with President F. H. Raley in the chair. There were forty- 


five members and seven visitors present. J. F. Kerby 
spoke on “Osteitis Deformans.” He gave a resumé of the 
literature and presented the case histories and x-ray find- 
ings of three of his patients. Another patient was pre- 
sented by L. N. Ossman. Lantern slides were shown to 
illustrate the x-ray findings. 

W. F. Beer and S. C. Baldwin took part in the dis- 
cussion and presented x-ray films of a possible case of 
osteitis deformans in a child 15 years old. Further dis- 
cussion was given by A. L. Heuther and H. C. Holbrook. 

L. J. Paul, regional manager of the Utah Regional 
Office of the U. S. Veterans’ Bureau, read an essay on 
“The Relationship of the Veterans’ Bureau to the Medical 
Profession.” He discussed the new rating table and the 
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class of patients entitled to treatment at the hands of the 
bureau. 

This paper was discussed by L. N. Ossman, W. R. 
Tyndale and A. A. Kerr. 

The applications of A. H. Taylor and H. A. Dewey 
were voted upon and they were unanimously elected to 
membership. The applications of Thomas D. Rees and 
H. M. R. Ehlers were read and turned over to the board 
of censors. 

President Raley announced that the Mountain States 
Telephone and Telegraph Company would like the society 
to hold a meeting there and be shown over the building. 
The decision was left with the program committee. 

The meeting of February 8 was held at the Division 
building of the Mountain States Telephone and Telegraph 
Company. Eighty-eight members and seven visitors were 
present. 

No clinical cases were presented. 

The first paper on the scientific program was read by 
Guy Van Scoyoc on “The Ring Test in the Diagnosis of 
Tuberculosis,” a report of 309 cases. He described the 
test and his results in known cases and doubtful cases and 
concluded it was of distinct benefit in the diagnosis of 
incipient tuberculosis. His paper was discussed by T. A. 
Flood, R. T. Jellison, C. Elmer Barrett, T. C. Gibbson 
and L. E. Viko. 

The second paper was read by A. C. Callister on 
“Angiospasms and Angiospastic Neuroses.” He described 
the various diseases under these headings, present treat- 
ment and results of treatment by periarterial sympath- 
ectomy and described the technic of the operation. 

Discussion by E. F. Root, A. Lipkis, who advocated 
x-ray therapy; G. G. Richards, W. F. Beer and G. H. 
Pace. 

Herbert R. Edwards of the National Tuberculosis 
Association talked on the work on the research council of 
the association, chiefly the work on the chemistry of 
tubercle bacilli, the function of the monocyte and research 
on reticulum. 

Thomas D. Rees was elected to membership in the 
society. 

F. B. Steele read a telegram of William C. Woodard, 
head of the legal department of the American Medical 
Association, to the effect that Senators Smoot and King 
of Utah fought the reduction of physician’s income tax. 

A motion was carried directing that telegrams be sent 
to Senators Smoot and King stating that it is the opinion 
of the Salt Lake County Medical Society that the senators 
should support deductions from income tax returns of 
expenses incurred in post-graduate work and attending 
medical conventions. : 

President Raley introduced Mr. M. R. Cahoon, state 
commission superintendent of the Mountain States Tele- 
phone and Telegraph Company, who had a demonstration 
given of the way telephone calls are completed. Then the 
members adjourned to the main building of the telephone 
company where the switchboard was demonstrated and 
explained, after which refreshments were served by the 
company. 

THE DATES ANNOUNCED FOR THE UTAH 
STATE MEETING ARE MAY 6-7-8, 1926. PASTE 
THIS IN YOUR HAT AND WATCH FOR 
ANNOUNCEMENT OF PROGRAM IN THE 
NEXT NUMBER. 


“Medical meetings are very essential to the practice 
of medicine,” relates C. L. Hustead (Neb. Med. Jour., 
Feb., 1926). “They stimulate the physicians to more study 
and better work. It is a well known fact that the fellow 
who stays by himself gradually sinks into a rut and he 
cannot improve unless he has someone to pattern after. 

“In order to have a successful medical society we must 
have good attendance and good fellowship, and good fel- 
lowship cannot be cultivated unless we can get the fel- 
lows together. Practically all of my doctor friends have 
been made at gatherings of this kind where we mingle 
together and become acquainted with each other.” 

Here is a good reason for attending the 1926 ses- 
sion of the C. M. A. in Oakland, April 26 to May 1. 
Why not also spend the preceding week at the A. M. 
A. session at Dallas? 
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Nevada State Medical 
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California and Western Medicine is the accredited 
publication of the Nevada Medical Association. In addi- 
tion, this very energetic medical association issues a post- 
card bulletin to its members, semi-monthly. One of the 
recent copies of this bulletin contains the following: 


“Our retiring secretary informs us that several members 
neglect to pay their dues until the end of the year and 
then wonder why they do not receive CALIFORNIA AND 
WEsTERN Mepicine. You know that your seven-dollar 
dues include subscription to that very excellent journal, 
and you can’t afford to miss a single issue of it, but we 
can’t order it sent to you until we have your dues so that 
we can send in the mazuma to the unrelenting tight-fisted 
editor, he just won’t stand for it. ... Try to laugh that 


off. Better send in your dues right away and be happy 
for the rest of the year.” 


It is not the parsimony of the editor that causes sub- 
scriptions to CALIFORNIA AND WESTERN MEDICINE to be 
cancelled when they expire, but it is the requirements of 
the Federal Postal Laws which, however generous we 
might be inclined to be personally, we do not feel it 
advisable to violate. In any event, members of the Nevada 
Medical Association, your efficient secretary and editor, 
Dr. H. J. Brown, needs your annual dues, without which 
no physician may remain in good standing either in his 
county, state or national medical organizations. 


President Hood of the Nevada Medical Association 
has appointed the following committees: 


Membership—Beaumont Brown, A. C. Olmsted and Hal 
L. Hewetson. Judicial—M. A. Robison, R. A. Bowdle, 
E. E. Hamer, R. R. Craig, and W. H. Brennen. Scientific 
Work and Program—V. A. Muller, C. W. West, and 
H. A. Paradise. Necrology—J. E. Worden, Mary H. Ful- 
stone and D. L. Shaw. Entertainment—S. K. Morrison, 
W. L. Samuels and A. J. Hood, Reno. Public Health 
and Education—Henry Albert, W. A. Shaw and M. R. 
Walker. Military Affairs—The president, vice-president 
and secretary. Trustees—A. P. Lewis, George F. Pope 
and W. A. Shaw. Council—G. L. Dempsey, C. E. Bullette, 
W. L. Howell, J. R. Eby, J. C. Cherry, W. H. Brennen, 
C. E. Sweezy, G. L. Belanger, J. H. Hastings, J. T. Reese, 
D. A. Smith, P. D. McLeod, W. J. Circe, F. M. West, 
W. H. Riley, H. L. Dalby and M. J. Rand. 


At the January meeting of the Elko county board of 
commissioners, A. J. Hood was appointed county physician 
and J. E. Worden county health officer for the year 1926. 

The following officers have been elected for the year by 
the staff of the Elko General Hospital: J. R. Eby, chief 
of staff; C. E. Secor, vice of staff; John E. Worden, 
secretary. At this meeting C. E. Secor read a paper on 
leucopenia. 

On January 12 the Elko Medical Society elected the 
following officers for 1926: President, H. A. Paradis, 
Montello; vice-president, R. P. Roantree, Elko; secretary- 
treasurer, J. E. Worden, Elko; councillor, C. W. Eastman, 
Carlin. After the meeting a banquet was served at the 
Mayer Hotel cafe, at which the following were present: 
A. J. Hood, J. R. Eby, W. A. Shaw, A. C. Olmsted, H. A. 
Paradis, R. P. Roantree, C. E. Secor, C. W. Eastman, 
R. W. Avery and John E. Worden. 

Earl L. Creveling, formerly of New Jersey, has recently 
located in Reno and is associated with J. LaRue Robinson. 

The Washoe County Society has elected the following 
officers for the ensuing year: President, Henry Albert; 


vice-president, C. W. West; secretary-treasurer, John A. 
Fuller. 


The Washoe County Medical Society (reported by 
John A. Fuller, secretary)—Met February 9, 1926, at the 
home of C. E, Piersall, under the presidency of Henry 
Albert. 


The application for membership of Earl C. Crevaling, 
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having been recommended by censors, was placed before 
the meeting and he was unanimously elected. 

The application of S. M. Sproat of Portola, California, 
having been recommended by the censors, upon motion 
of Bath, he was unanimously accepted as a member of the 
society. 

The personnel of the certified milk commission was 
announced by President Albert as follows: George Ser- 
voss, chairman; Alice Thompson, John A. Fuller. 

This meeting being primarily a meeting in memory of 
J. E. Pickard, recently deceased, the subjoined resolution 
in memoriam signed by Robinson, Richardson and W. H. 
Hood was presented. 

This was followed by a touching and appropriate 
euology of Doctor Pickard, by Thomas Bath. 

Program—The paper of the evening, “Clinical 
Aspects of Goiter,” was presented by Vinton A. Muller, 
who discussed the varieties of goiter and dwelt principally 
on Grave’s disease, discussing the treatment from the 
points of view of the surgeon, the physician, and the 
radiologist. 

The paper called forth an unusual amount of dis- 
cussion; Piersall from the point of view of the radi- 
ologist, Morrison of the physicians, MacLean of the 
surgeon, Henry of New York of the psychiatrist, and J. L. 
Robinson of the ophthalmologist. M. A. Robison and 
Horace Brown cited cases of local infection as etiological 
factors in disease. 

V. A. Muller, chairman of the committee on goiter 
prophylaxis, reported that iodinization of Reno’s water 
supply would be impractical on account of the cost. They 
recommended the supervised use of iodostarin tablets 
among the school children. Morrison moved that the re- 
port be accepted and that the committee be instructed to 
confer with the school trustees relative to the matter. 

President Albert thanked Piersall in behalf of the society 
for his hospitable entertainment of the society. The next 
meeting would be held in Fuller’s office. 

Members present: W. H. Hood, Piersall, Blake, Lehners, 
Servoss, Samuels, Muller, MacLean, DaCosta, Robinson, 
Robison, Morrison, Bath, Brown, Albert and Fuller. 

Visitors: Henry of New York, and Gregory. 





IN MEMORIAM 


James E. Pickarp, M.D.—Born July 14, 1856; died 
January 27, 1926. 


“Can storied urn or animated bust 

Back to its mansion call the fleeting breath? 

Can honour’s voice provoke the silent dust, 

Or flattery soothe the co'd dull ear of death?” 


Doctor Pickard, while apparently recovering from a 
minor accident, was visited without warning by the grim 
reaper who came to claim him as his own. “The silver 
cord was loosened and the golden bowl was broken.” 
Death caught up his spirit and on silent wings he passed 
out to that bourne from whence no traveler has e’er 
returned. 

For the past thirty-four years Doctor Pickard has been 
an honored citizen of this, his adopted state, and a beloved 
member of the medical profession of Nevada. 

Doctor Pickard had high medical ideals, and those he 
successfully followed. Sordid gain wrung from the penury 
of the poor never was his. The pathetic appeal for pro- 
fessional assistance, coming to him in the most part from 
those tossed on the troubled sea of life, never was un- 
heeded. Cheery of countenance, hopeful of speech, wise in 
counsel and honest with all, these were some among the 
many traits of his splendid character. No encomium or 
eulogy that pen can write or tongue can tell can add to 
or detract from that which has passed. Ruthless ambition 
has spurred conquerors on to glory, but only through the 
sacrifice of life. For such the world is full of bronze and 
pillard shafts that stand in mute testimony of the rapin 
and ruin that produced them. But this humble servant of 
the people has through his untiring charity and skill, built 
for himself thousands of monuments in his long years of 
toil—monuments of love in the hearts of those he served 
—monuments where the family of little ones had not lost 
the mother or the father or other loved one. Where his 
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aid and skill closed the door of the tomb and bade the 
specter abide his time. 
Ambition for political place, for social prestige, for 


wealth to win at the expense of others never was his 
choice. 


“Let not ambition mock their useful toil, 
Their joys and destiny obscure. 
Nor grandeur hear, with a disdainful smile. 
The short and simple annals of the poor.” 


Doctor Pickard was an ideal type, a true doctor of the 
old school. He was both physician and surgeon. Ian 
Maclaren, in his lovable book, “Beside the Bonnie Brier 
Bush,” draws a beautiful picture of this type of physician 
in his William MacLure. He tells how that this plain 
kindly man looked after the people of the glen in the 
northern highlands for forty years. Day and _ night, 
through the snows of winter and the heat of summer, he 
was always the minute man on call. This unpretentious 
doctor showed the honor of his code as a true man when 
he said to Tammas, as his wife lay at the point of death, 
“Tammas, ma puir fellow, if it could avail, ’a tell ye, ’a 
wud lay doon this auld worn oot ruckle o’ a body o’ mine 
juist tae see baith sittin at the fireside and the bairns 
roond ye.” Is it any wonder that the queen’s surgeon took 
MacLure by the hand and said, “Doctor MacLure, I am 
glad to meet you. You are an honor to the profession.” 
Doctor Pickard was an honor to his profession. By honor- 
ing his profession he gave medicine and surgery a great 
uplift in Nevada. 

Our colleague was happy in his environment. He chose 
well his place and his people. Fortunate, indeed, is he 
whose environment is well placed. 

In the days of the great Comstock, where Doctor Pick- 
ard made his debut into Nevada, as I have heard him 
say, there he met many great men—men of great affairs— 
men of capacity. Associated with such as these there 
could be nothing more gainful, and I am sure that Doctor 
Pickard was to them as they were to him, mutually help- 
ful. I am sure that this was Doctor Pickard’s attitude all 
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his life to his social environment, a desire to return as 
much as he received. 

Much could be said without saying all. He has passed 
as a fleeting shadow out from among us. Yesterday he 
was with us in the flesh. Today naught else of him re- 
mains but the dust of mother earth. Yet as Longfellow 
has beautifully said, “Dust thou art to dust returnest, was 
not spoken of the soul.” I fancy I can see the Warden of 
the Western Gate through which all must pass, saying to 
the spiritual Pickard: 

“Come hither friend, for I perceive that thou are among 
those that served their fellowman. For such as thou there 
is a place and a reward. I hereby bestow upon thee this 
crown. It is the mark of distinguished service of those 
who bore the cross below. Thy way to that Elysian Land 
is now secure. There thou shalt find a new life and 
eternal. There will be no sorrow there. No night, no part- 
ing, no death. There are many mansions in that country 
for such as thee, and in them thou shalt dwell forever. To 
that place thou wilt be guided by celestial spirits. Pass 
on and be at peace.” 


To Mr. A. E. Pickard 


Members of the Washoe County Medical Society wish 
to express to you and your family the sympathy they feel 
over the death of your beloved brother, Doctor J. E. 
Pickard. 

During the many years of his membership in our society 
and our associations with him, we found him, always, 
willing to help with his great medical wisdom—always 
kindly, critical, quick and just in his decisions—charitable 
in all his acts—a friend to every one. , 

To his associates Doctor Pickard gave unlimited in- 
terest in their problems, enthusiasm in their success and 
an unwavering loyalty. 

Therefore, be it resolved by the Washoe County 
Medical Society that in the death of Doctor Pickard the 
society has lost an inspiring, resourceful, tireless worker. 
And we, his associates, have lost a beloved friend. 

M. A. Rosison. 

R. H. RICHARDSON. 

W. H. Hoop. 
Committee. 


The twelfth annual meeting of the Medical Women’s 
National Association will take place April 18 and 19 
at Dallas, Texas, in conjunction with the American 
Medical Association meeting. 

The headquarters of the M. W. N. A. are the Hotel 
Baker. May Agness Hopkins, Medical Arts Building, 
Dallas, Texas, is the chairman of the committee on 
arrangements. 

Women intending to go to this meeting should promptly 
make reservations either through Doctor Hopkins or 
directly at the Baker Hotel, as there will be a large crowd 
there. Hotel rates are reasonable, a double room with 
bath averaging $6. 

The terms for railroad transportation should be looked 
up in the American Medical Association Journal, but in 
many places where there are large numbers of members 
of the Medical Women’s National Association, special cars 
for the women may be run. 

Medical women passing through New Orleans are 
specially invited to stop over there and will meet with a 
cordial welcome from the New Orleans medical women, 
represented by Dr. Elizabeth Bass, 3513 Prytania street, 
who is president of the Women Physicians of the Southern 
Medical Association. 

The Texas women, co-operating with the chairman, 
Doctor Hopkins, are making most attractive arrangements 
for the meeting. All medical women, whether members of 
the M. W. N. A. or not, are most cordially invited to 
participate in this meeting. 


Even at the risk of reducing the attendance at the 
scientific meetings of the 1926 session of the California 
Medical Association, to be held in Oakland April 26 to 
May 1, inclusive, attention is called to the fact that there 
is going to be some great golf played during the week, 
with trophies that both northern and southern California 
are going to strive to win. 


HAVE YOU PAID YOUR 1926 DUES? 








READERS’ FORUM 





Selected short letters and abstracts from longer communications from readers 
are published when they remain within the bounds of decorum and law and 


contribute anything of value. Hereafter the name and address of the writer 
will be given. A pen name will be published on the author’s request, and 
letters to the editor not intended for publication should be marked “personal.” 


San Francisco, February 16, 1926. 
Dear Epiror: 


I noticed the suggestion in the current (February) issue 
of the Journal that California members attending the 
American Medical Association session leave on special 
trains. I think this an excellent idea and would like to 
be notified if this is carried out—William E. Stevens. 


Dear Doctor: 


This was only a suggestion. I suspect that, if, given 
authority, the railroad people would work up the idea.— 
Editor. 





Chicago, January 20, 1926. 
“I have just finished looking over the current number of 
CALIFORNIA AND WESTERN MeEpIcINE. It seems to me that 
this journal makes definite improvement each month. In 
my judgment you are doing a splendid work.”—O. W. 





To THE EpiTor: 


We wish to thank you for the news item you gave us in 
the last issue of CALIFORNIA AND WesTERN Mepicine and 
assure you we appreciate such helpful service to adver- 
tisers. Will you please mail me another copy of the 
January issue? 

Nices HoME For THP AGED, J. SHULTS. 





Los Angeles, February 17, 1926. 
Dear Epiror: 


Your note relative to my suggestions that the date of 
the annual meeting be printed on the outside cover is at 
hand. 

I find another memorandum on my desk that I intended 
to take up with you. It is to the effect that you print on 
the front cover, perhaps on the bottom of the page, this 
legend, “For complete index of contents see page —.” 
When one picks up a journal, it is always a distinct con- 
venience to have on the outside cover the reference to 
the page on which the itemized index can be found. 

Along the subject of suggestions, I would call your at- 
tention to the back edge of the Journal of the American 
Medical Association. Somé years ago I wrote to George 
Simmons, suggesting that they print the page numbers 
of each issue, and this has been done, and it makes for 
much more ready reference to articles in case one desires 
to look up a subject. I do not know whether it is so 
important in a monthly journal like CALIFORNIA AND 
Western Mepicine, but it might be worthy of considera- 
tion at any rate. Cordially yours, 

Georce H. Kress. 


Note—Both suggestions by Doctor Kress are good ones 
and will be carried out. Constructive suggestions, calcu- 
lated to increase the usefulness of CALIFORNIA AND WeEsT- 
ERN MEDICINE, are always gratefully received.—Editor. 





In connection with Dr. John W. Shuman’s article 
about laboratory medicine published in CALIFORNIA AND 
WESTERN MEDICINE some months ago, Dr. William 
Fletcher, director, Institate for Medical Research at Kuala 
Lumpur, Federated Malay States, writes: 

“I am particularly interested. Our young men are very 
prone to think that their responsibility ends when they 
put a specimen in the post box and that they can sit in 
a chair and wait for the diagnosis to come by next mail.” 


An optimist is a man who rejoiced in having a wooden 
leg because he could hold up his socks with thumb tacks. 
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CALIFORNIA BOARD OF MEDICAL 
EXAMINERS 


C. B. PinkuaM, M. D., Secretary 


According to the Los Angeles Express of February 3, 
1926, Dr. C. L. Ahrens was the object of a complaint 
issued by the district attorney’s office, charging him with 
ten counts of failure to report contagious diseases to the 
health department. “In the event he is found guilty, he 
will face a sentence of six months in jail or a $500 fine 
on each one of the counts.” 





According to the Pasadena Star News of January 20, 
1926, R. H. W. Albrexstondare was brought to Pasadena 
on January 19 from Santa Ana, where he had completed 
a six months’ term in the county jail following his con- 
viction of a violation of the Medical Practice Act. A 
similar charge has been pending in Pasadena since March, 
1924. A clipping relates: “While the authorities especially 
delved into Doctor Albrexstondare’s asserted claims to 
several wealthy financial backers that he could ‘manu- 
facture’ a human body, a figure six inches in length... 
the claims of the Pasadena woman were divulged in the 
records of the Superior Court. ... In the court record 
relating to the suit for the recovery of $13,800 from the 
‘doctor’ it was revealed that Miss McFadden of Pasadena 
was represented to have been the alleged victim. .. .” 





The “Beauty Specialists” were recently reported to have 
secured a charter from the state permitting a certain 
beauty parlor to grant degrees following a course of 
instruction in the beauty parlor. “For masters of beauty 
technique we (they) would like a degree M.B.C., mean- 
ing master of beauty culture, and for the beginner, the 
degree B.B.C., meaning bachelor of beauty culture.” 
This perchance is a sequel to the beauty culture bill, which 
created considerable comment during the last legislative 
session. 





The annual report of the Board of Osteopathic 
Examiners shows that ninety-seven certificates were issued 
during the year 1925, forty-nine having been issued to 
practitioners from other states and Missouri led the list. 
Pleas of guilty for violation of the Medical Practice Act 
were reported to have been obtained from G. W. Mc- 
Fadden, P. B. Richards, Los Angeles, and W. F. Zahn, 
San Diego, while the case against E. V. Bergquist of 
Fresno was dismissed on his agreement to leave the state. 
(The records of the Board of Medical Examiners show 
the drugless practitioner application of Edward V. Berg- 
quist, a graduate of the Universal Sanipractic College, 
Seattle, was denied.) The report also shows that the 
“certificate of Edwin A. Leatherwood was revoked by the 
board on a charge of aiding and abetting an unlicensed 
person.” (The transcript of the hearing of Bishop Wilbert 
LeRoy Cosper, convicted of violation of the Medical 
Practice Act in the county of Contra Costa, shows the 


0 tat of E. A. Leatherwood as connected with the 
case. 





According to the St. Louis Star of December 21, 1925, 
“Dr. Waldo Briggs, dean and owner of the St. Louis 
College of Physicians and Surgeons, the charter of which 
the state now is seeking to cancel, today lost in the 
Circuit Court his fight to retain his license to practice 
medicine in Missouri. .. .” 





According to the Santa Ana Register of January 2, 
1926, the annual report of the Board of Chiropractic 
Examiners shows that “for the fiscal year ending June 
30, 1925, the board issued 894 license certificates.... A 
previous board had granted 252, making a total of 1146. 
The board announces that in the interests of public wel- 
fare, it will probe any chiropractic institutions in the 
state which appear to be ‘diploma mills.’ If the courts 
hold that the Chiropractic Act does not delegate such 
powers to the board, then it will be necessary in the 
future to more thoroughly investigate each applicant for 
licensure. ....’ “News items” in a previous issue drew 
attention to a recent decision by the Superior Court of 
San Francisco county, holding that the Chiropractic 
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Initiative did not give the board authority to investigate 
schools. 


Jose Furtado da Silva of Oakland was recently con- 
victed of practicing medicine without a license by a jury 
in the Superior Court at Santa Barbara and thereafter 
paid a fine of $250. 


Recent newspaper reports mention the trial of John C. 
Dysart in the Federal Court of El Paso, Texas, reported 
indicted on a charge of using the mails to defraud. 


The San Francisco Examiner of August 13, 1925, 
relates: “In 1914, Doctor Dysart was arrested in Los 
Angeles on a charge of passing a fictitious check. In 1919 
he was convicted of violating the Harrison Narcotic Act, 
sentenced to five years in the federal prison and pardoned 
by President Wilson, after serving four months of his 
sentence.” 


The Fresno Bee of January 22, 1926, relates that John 
F. Gebhardt and Frank W. Faircloth, referred to in a 
report from Special Agent Henderson, also in “News 
Items” in the February issue of CALIFORNIA AND WESTERN 
MEDICINE, were fined $600 each and given suspended jail 
sentences of six months by Superior Judge Charles R. 
Barnard in Fresno, who also ordered them to return to 
Mrs. Emily Howard a fee of $500, which they had 
charged her for an “eye treatment.” 


The St. Louis Star of January 29, 1926, relates that 
Bishop Helmuth P. Holler, recently convicted in Wash- 
ington, D. C., of conspiracy to use the mails to defraud in 
connection with the operation of Oriental University, local 
diploma mill which he headed, was sentenced to two 
years in prison and ‘fined $1000. Dr. Robert Adcox and 
Sam Kaplan, co-defendants, pleaded guilty and are serv- 
ing terms of forty days each. 


According to the Englewood News of January 7, 1926, 
Dr. Robert Kelso was charged with practicing for about 
two years in California without registering his certificate, 
pleaded guilty and was fined $100. The day previous “the 
doctor was arrested on complaint that he failed and 
refused to file the birth certificate of the child of Mr. and 
Mrs. John Gilbert, for which he was given a suspended 
sentence.” 

According to the San Francisco Examiner of January 
23, 1926, “Dr. F. K. Lord, Ceres physician, found guilty 
by a Justice Court jury of administering morphine in 
excess of the limit allowed by law,” had prepared an 
appeal to the Superior Court. Dr. Fred K. Lord has been 
cited to appear before the Board of Medical Examiners 
at the coming March meeting to show cause why his 
license should not be revoked on a charge of habitual 
intemperance. 

According to the Modesto Herald of January 27, 1926, 
Dr. L. H. Wolfsen pleaded guilty to a charge of violation 
of the Narcotic Law and was fined $200 by Justice J. M. 
Gondring. 

“Trial of A. A, Zimmerman of Richmond, accused of 
violation of the State Chiropractic Act, is scheduled to be 
held before Justice of the Peace John Roth in Richmond 
on Thursday. H. A. Miller, special agent for the State 
Board of Chiropractic Examiners, charged Zimmerman 
practiced without a _ license... .” — San Francisco 
Chronicle, January 13, 1926. 

A recent decision rendered by Attorney-General U. S. 
Webb holds that chiropractors are not authorized to use 
electro-therapy, hydro-therapy or electronic methods under 
the provisions of the Chiropractic Initiative. “The x-ray, 
stethoscope and neuro-calcometer may be employed but 
only for diagnoses.” 


Dr. H. H. Heddens, referred to in prior issues of “News 
Items,” was recently held to answer to the Superior Court 
of Kern County for trial under $1500 bail, on a charge of 
violation of the Medical Practice Act. 


T. How Wing, a Chinese herbalist of Los Angeles, 
recently paid a fine of $100 on a charge of violation of 
the Medical Practice Act. 
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Annual Report, Board of Medical Examiners—The 
secretary, in commenting on the activities of 1925, quotes 
an article published in the Journal American Medical As- 
sociation, May 30, 1925, complimenting the Board of 
Medical Examiners of California for their active and 
vigorous campaign against pseudo doctors and their dis- 
ciplining of those licensed to practice in California, who 
have been guilty of violation of the laws of our state. 
Reference is made to irregularity in issuing of diplomas 
by California corporations, and the incorporation of a 
clause in Section 14 of the Medical Practice Act which 
permits the Board of Medical Examiners to revoke the 
licenses of those found guilty after a hearing before the 
board, of the purchase, sale, altering, or fraudulent use 
of any diploma, document, etc., in connection with an 
application for a license to practice in this state. Com- 
ment is also made on the national diploma mill develop- 
ments and the conviction of “Bishop” Helmuth P. Holler 
by the Federal Court, Washington, D. C., for the misuse 
of the mails in connection with the activities of his so- 
called “Oriental University.” 


Three certificates were restored during the year 1925. 

Six hundred eighty-four applications of all classes were 
filed, there being a decrease as compared with the record 
of 1924, particularly in reciprocity applications. However, 
graduates of medical colleges in increasing numbers 
applied for written examination. Six hundred sixteen 
certificates of all classes were issued, of which 293 were 
issued to physicians and surgeons after written examination, 
264 being issued to physicians presenting qualifications 
from other states. Analysis of the distribution of appli- 
cants for reciprocity demonstrates (as compared with 
1924) that Illinois, ranking third in the United States in 
the total number of physicians licensed, has again sent to 
California the largest number of successful applicants. 
New York, which shows the largest registration of phy- 
sicians in the United States, sent us the second largest 
group, while Pennsylvania, showing second largest regis- 
tration of physicians in the United States, sent us but nine 
during 1925 compared with sixteen during 1924. 


Thirty-seven California licentiates left California, suc- 
cessfully obtaining reciprocity licenses in other states. 


Written examination statistics show that graduates of 
California medical schools still maintain a high standing, 
Stanford University and the University of California 
showing a perfect score, the latter not having a failure 
recorded for the past sixteen years. Certificates were 
issued ten drugless practitioners, ten chiropodists, and 
seventeen midwives, all after written examination. 


Seventeen licentiates were called before the board for 
hearing on various charges, the largest number for any 
one charge being ten for narcotic violation. After hear- 
ing, six certificates were revoked, six were granted proba- 
tion, and five are pending final disposition. 


The legal report of the north and south shows con- 
siderable activity in investigation and prosecution of those 
who are alleged to prey upon the sick and afflicted. The 
northern report shows forty-eight cases handled with 
eleven guilty, and the southern report shows seventy-six 
cases handled, with forty-four guilty. In commenting 
thereon, our special agent in the south relates: 

“As fast as the crop of violators is harvested, however, 
others are growing up; there seems to be an endless 
supply. And the most remarkable thing about it all is the 
fact that no matter how utterly ridiculous the system 
practiced, by some of these fakers, there are always 
plenty of patients who are willing to pay enormous prices 
for their treatments.” 

Sixteen licentiates recorded a change in their name 
(the majority by marriage) during the year just passed. 

One hundred forty-eight of those licensed to practice 
in this state died during the past year, and sixty-eight 
graduates of medical colleges who were not licensed in 
this state were reported to have died in California during 
the year just closed. 


Requests to purchase additional copies of different is- 
sues of California and Western Medicine forces us to 
make a wholesale price, which will be $5 for twelve 
copies, instead of the usual retail price of 50 cents a copy. 
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M. O. R. C. 


Ninth Corps Area—California, Nevada, Utah, Wyom- 
ing, Montana, Idaho, Washington, Oregon, and 
the territory of Alaska. 


Both the Alameda and Los Angeles County Medical 
Societies have lately passed resolutions supporting the 
Medical Reserve Corps and urging their members to join. 
Similar action had previously been taken by the San 
Francisco, Sacramento and San Diego County Medical 
Societies in California, and by similar organizations in 
other states. 

What about other county medical societies ? 

Col. E. L. Munson, surgeon, Ninth Corps Area, informs 
us that there have been “gratifying additions to the en- 
rollments from San Francisco recently.” That isn’t enough. 
We must have gratifying enrollments from all parts of 
California. 

The following tables give an outline of the Medical 
Reserve Corps situation throughout the Ninth Corps Area 
generally, and in the San Francisco and Los Angeles 
County Medical Societies in particular: 


Distribution by states of Medical Reserve Corps 
officers, Ninth Corps Area, on January 31, 1926: 











“= 2un ag 2m on 
Ro 68S , = ¢ 285 *¢ 
— S< ca o< se 
> re) so B®o 20 
> 5 
SQ 2m | aia 55 
o 5 Oz as Ow ~s 
Ry seh : 0 ae 09 
—O : @® ® 
~ Qe ; om = 
BS 4ao io i So Eo 
n& S25 is fae a5 
STATES S2 ge bo gs 
SB gee is | 8 = 
. > @ yo g- [a0 a 
California .............. 7,549 1,243 60.7 586 47.14 
Washington ............ 1,756 289 14.1 167 58.1 
Oregon ....... ase 191 9.3 150 78.53 
Montana 568 94 4.6 71 76.4 
TIRE cen 497 82 4.0 90 109.75 
Idaho ...... 452 75 3.6 39 52. 
Wyoming 263 43 2.1 30 69.7 
Nevada 140 23 1.1 10 43.4 
Alaska 60 10 0.5 2 20.0 
TN ance acecinscoes 12,443 2,050 100.0 1,145 55.85 


Summary of Medical Reserve Corps in Ninth Corps 
Area, State of California, and San Francisco 
County Medical Society. 


1. Physicians licensed to practice in eight states 
and Alaska comprising the Ninth Corps Area 


i ska comprising the Ninth Corps Area............ 443 
2. Medical Reserve Corps Officers required from 
a ein tice RE ers oe eee ae 2,050 
_3. Physicians licensed to practice in State of 
California (61% of total of corps area).......................... 7,549 
4. Quota of Medical Reserve Corps Officers re- 
MT a isiercrcscstees sshcinsstcesensorstnnstininnicdibceeedent aD 
5. Medical Reserve Officers enrolled from State of 
Ce Or I i Siig 586 
6. Quota deficiency of California (52.9% of quota)... 657 


7. Members of San Francisco County Medical 
Society ...... sna dhdinsaipenebeljiecnenaacquiannngnlensaasimnastiihdinisentihatbectnetinntistesiasnattesasins 828 
8. Proportionate number of M. O. R. C., San Fran- 
cisco County Medical Society should furnish................ 
9. Total Medical Reserve Officers, and applicants, 
furnished by San Francisco County Medical Society 37 
10. Quota deficiency for San Francisco County 


Medical Society (73% of quota).............. 100 


Summary of Medical Reserve Corps in Ninth Corps 


Area, State of California, and Los Angeles County 
Medical Society. 


1. Physicians licensed to practice in eight states 


and Alaska comprising the Ninth Corps Area............ 12,443 
_2. Medical Reserve Corps Officers required from 

Pe SIS SN I 2,050 
__3. Physicians licensed to practice in State of 

California (61% of total of corps area) ow. eeu. 7,549 
4. Quota of Medical Reserve Corps Officers re- 

Oe eee 1,243 





5. Medical Reserve Officers enrolled from State of 
California (47.1% of quota) 





nk iedvecndasciniiie owsiinade take 586 
6. Quota deficiency of California (52.9% of quota.... 657 
7. Members of Los Angeles County Medical 

| RE EE EES EE eS. ienataniseiianeiaeintenits wixsiescncn SE 
8. Proportionate number of M. O. R. C., Los An- 

geles County Medical Society should furnish................ 256 
9. Total Medica] Reserve Officers, and applicants, 

furnished by Los Angeles County Medical Society... 130 


10. Quota deficiency for Los Angeles County 
Medical Society (49.2% of quota). .............ccccceeeeeeeee 126 

California is still at the bottom of the list of states in 
the Ninth Corps Area, in the co-operation her physicians 
are lending in the formation of the M. O. R. C. 
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Assignments of Medical Reserve Officers—The war 
department has just issued instructions that all Medical 
Reserve officers, now unassigned, be assigned to medical 
units and duties without delay. In accordance with these 
orders, the assignment of ‘all unassigned reserve officers 
of the medical department is now being carried out in 
the Ninth Corps Area. 

In this connection, the surgeon, Ninth Corps Area, has 
issued a circular, which quotes the instructions received 
from higher authority, and says: 

“The foregoing means that this office must at once 
make assignments to units of the 369 officers of the 
Medical Department Reserve (medical, dental, medical 
administrative, sanitary, and veterinary) now unassigned, 
and also the quartermasters and chaplains attached to 
units. 

“Tt is realized that in making, at this time, the assign- 
ments now required, it may not always be possible to 
meet the best interests of vicinity of residence, special 
professional qualifications, rank, and other local con- 
siderations. 

“It is proper to say, accordingly, that the assignments 
which now have to be made should be regarded by 
commanding officers as subject to future readjustments in 
the interests of the service. 


“They should not interfere with the efforts of com- 
manding officers of units to secure the enrollments of 
suitable Medical Reserve officers from their local com- 
munities, with a view to their assignment to places and 
special duties in their units which may have previously 
been filled under the requirements of the above instruc- 
tions. When such enrollments are made, it is the desire of 
this office to meet, as far as possible, the wishes of local 
commanding officers in respect to transfers of personnel 
to make vacancies in their units which would permit of 
assignments to their units of personnel recruited by them. 


“In other words, present requirements need not inter- 
fere with the general plan to build up units from local 
personnel, selected and assigned by reason of special 
qualifications, and harmonious in all respects. To that 
end, the continuing assistance of commanding officers is 
greatly desired and appreciated.” 


The following named Medical Corps Reserve officers are 
assigned to the Nintieth Evacuation Hospital, Sixth Army, 
and to the positions within the unit as indicated after 
their respective names: 


Major David R. Higbee, 409 Watts Building, San Diego, 
as Assistant to Chief of Surgical Service. 

First Lieutenant Ernest B. Porter, 704 Electric Build- 
ing, San Diego, as Laboratory Officer. 








Women Physicians’ Club (reported by Edna L. Bar- 
ney)—On February 4, 1926, the Women Physicians’ Club 
of San Francisco gave a dinner at the Hotel Bellevue in 
honor of Dr. Josephine Baker. Dr. Baker is one of the 
most distinguished public health physicians in the United 
States. She has been a pioneer in child health work in 
New York, and is at present the head of the Federal 
Bureau of Child Welfare. It was fitting that Dr. Ade- 
laide Brown, who is one of the foremost public health 
physicians of the western coast, should introduce Dr. 
Baker. In her speech Dr. Baker emphasized the value 
of preventive work, especially in the care of babies, and 
also called attention to the fact that during the same 
period of life nearly as many women died in childbirth 
as from tuberculosis in America. 


Following Dr. Baker, Dr. Grace Kimball of Southern 
California spoke on the value of co-operation among 
women physicians. Dr. Mariana Bertola then outlined 
the health program of the Federated Clubs. They aim 
to introduce a maternity and children’s ward in every 
county hospital in the state and, incidentally, to improve 
the general conditions of county hospitals. 

The Women Physicians’ Club of San Francisco was 
organized for the express purpose of entertaining distin- 
guished women interested in medical work, and they felt 
greatly honored that the first visitor should be Dr. Baker, 
who has achieved so high a position in a field particu- 
larly open to the best endeavors of women. 


Being a doctor is easy. Just study medicine four years 
and then study patients twenty years. 





